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POSTOPERATIVE SWELLING OF THE 
UPPER EATREMITY, FOLLOWING OP- 
Sree ON THE BREAST AND 


BY WILLIS bh. HARTSHORN, M.D., NEW HAVEN, CONN. 


FOLLOWING the radical operation for earei- 
noma of the breast, extensive swelling of the 
upper extremity has been noted by various sur- 

ge y of careful study. 

This complication, while not of serious import 
life, except where indicative of cancer exten- 
son, is one which affects mobility, and in its 


ore advanced forms eauses the individual seri- 


ous Inconvenience, 
invariably patients are informed pre- 
)peration regarding interference with 
‘ ion due to removal of the pectoral muscles, 
the oe Js said regarding swelling of 
that i this is probably due to the faet 
an oceurrenee as little expected by the 
Nas by the patient. 
ap the subject of this partievlar 
pressed by operasere edema, one is at once im- 
oer the limited number of articles on 
ike cack and at the secant attention paid to it 
‘thooks, On the other hand, the litera- 
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ture on postoperative edema of the lower ex- 
tremity is large. 

A moderate amount of swelling might be ex- 
pected to follow an operation involving a thor- 
ough dissection of the axilla, but the extensive 
and persistent edema so troublesome in some 
eases, and entirely absent in others, must be 
caused by some error in technique on the part of 
the operator, or some condition either anatomical 
or pathological not thoroughly understood, 
The writer’s attention was first called to this 
‘subject in 1912, when, following a IHlalsted’s 
operation for earcinoma of the breast, an exten- 
sive swelling of the upper extremity developed 
within the first four weeks. This was laid to the 
fact that the incision had been carried too low 
across the insertion of the pectoralis major mus- 
ele, and the resulting sear had developed a cica- 
tricial band extending along the upper axillary 
fold limiting the abduction of the arm to about 
50 per cent, of normal,and presumably also caus- 
ing pressure on the lymphatic or venous cireu- 
lation. This scar was excised and relief seeured 
so far as abduction was coneerned. The edema 
of the extremity persisted. This, while annoy- 
ing, did not interfere particularly with the mo- 
bility, yet when combined with muscular weak- 
ness, caused by the removal of the peetorals, pre- 
sented a very unsatisfactory result. As this 
happened, fortunately, to be the first ease pre- 
senting this complication, stress was naturally 
‘laid on the restricting band as the cause of ihe 


| 


(swelling. This was associated with a slight in- 


j 
i 
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August 22, 1921, the patient again repcrted 
for examination. The swelling of the arm and 
forearm still persisted, amounting to about 6 cm. 
at the middle of the arm. The cicatricial band 
had practically entirely disappeared. Abcue- 


tion at this time was within 10 per cent. of nor-— 


mal. The patient complained bitterly of the 
inconvenience and pain which she associated 
with the swelling. 

It is interesting at this point to note that in 
1911 the pathologist reported that the tumor re- 
moved did not present a distinct picture of car- 
cinoma, but was typed as precancerous. This 
has a distinct bearing on the longevity. 


incision. 


Pioneer work on the subject of postoperative 
edema of the upper extremity has been done by 
Dr. Wilham S. Halsted of Baltimore, and I 
approach a discussion of the subjeet with some 
hesitancy, feeling that what I may say will be 
largely a résumé of what he has done. 

In a personal communication, dated August 
30, 1921, asking for information and literature, 
he states: “‘I am very happy to learn that you 
are trying to ascertain the cause of the edema 
of the arm following the radical operation for 
cancer of the breast. I am sorry that I cannot 
refer you to any literature bearing on the sub- 
ject. L know of none. A paper of mine, entitled 
Klephantiasis Chirurgica is to appear in the 
October number of the Johns Hopkins Bulletin. 
In this communication I have expressed the 


view, based upon a long and comprehensive | 


study of our eases, that infection is quite in- 
variably the ultimate cause of the edema.’’ 
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1.—Postoperative edema. 
Cancer involved breast and anterior axillary fold. 
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His article, referred to above, and his recent 


‘Congress of Surgeons in Washington, present the 


most advanced views on the subject. 


ANATOMICAL CONSIDERATIONS REGARDING ETIOLOGY, 


(a) The Axillary Vein.—The z#xillary vein 
has always been most carefully avoided in all 
operations involving the axilla. This has become 
axiomatic. Paralleling in import nee the fe- 
moral vein, obstruction of which from pressure, 
thrombi or pathological invasion, produces a 
marked swelling of the lower extremity, usually 
of moderate duration unless caused by cancer, 
trauma or senile changes, the axillary vein has 


Halsted’s operation. Modified 


received little consideration because obstruction 
here is much less frequent than in the ease of the 
‘femoral. 

Certain anatomical peculiarities in the course 
of the vein, occasionally noted, play little im- 
portance when considering etiology. 

(b) The Lymphatics—The lymphatics of the 
upper extremity are represented by two sets. 
These are typed as superficial and deep. It is 
obvious that in a complete dissection of the 
axilla the normal lymphatie circulation must be 
interfered with to a greater or less extent, de- 
pending on the course of the lymphatics. This 
undoubtedly varies in different individuals, and 
may be an etiological factor of importance, and 
perhaps account for its comparative rarity, or 
at least its infre;jueney in a severe and persistent 
form. Careful examination of almost any one 
of these cases gives one the impression of 
lymphatie rather than venous obstruction. There 
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is not the extreme pitting so characteristic of the 
latter condition, and the tissues opposed to the 
examining hand possess a certain firmness of 
texture, suggesting lymphatic rather than venous 
obstruction. 

(c) The Artery.—Consideration of this phase 
of the sub*ect would not be complete without 
reference te the work of Rene Leriche on the 
Sympatheties.’”? He states that 
when you remove the sheath of an artery, the 
brachial for instance, you see, Just at the moment 
its external .ayer is pinched, the vessel contracts, 
its pulsation stops at once and its size dimin- 
ishes. If vou excise the cellular layer, the di- 
minution will progressively reach the third or 
the fourth of the normal artery. The arterial 


Fic, 2.—Postoperative edema. 
in text. No breast involvement. 


contraction usually causes the pulse to disappear, 


but it does not altogether interrupt the cireula- 


on. Other vasomotor phenomena are cynaosis, 
local blue edema or large white edema reaching 
the origin of the limb without any signs of phle- 
bitis or arterial obliteration. This may be ob- 
Served surgically when the sympathetical irrita- 
ton is manifest, for instance, in the ease of 
Cervical rib, or in certain subclavian oblitera- 


ITe Stizgests peri-arterial sympathectomy 
r the relief of this condition, and reports a 
numbe 


Of suecessful eases. 
have mentioned this topic at this time be- 
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cause I think it serves to emphasize the impor- 
tance of careful dissection of the axilla and 
avoidance of trauma to the many important 


structures therein. It is also possible that we 
have previously given too little consideration to 
the peri-arterial svmpatheties, and the far- 
reaching results following injury to them. I 
think Leriche has performed a distinet service in 
calling our attention to this subject. 


PATHOLOGICAL CONSIDERATIONS REGARDING 
ETIOLOGY, 


(a) Carcinoma.—lInoperable cases almost al- 
Ways present extensive swelling of the upper 


extremity. This is due to invasion of the vessels 


Case, infection axilla, mentioned 
Anterior view. 


in the axillary or sub-clavicular region with ecan- 
cer cells or to pressure from the masses of can- 
cerous tissue. This very fact seems to indicate 
rather conclusively that all these elements singly 
or combined play an important part in the eti- 
ology. The same thing may be said of metas- 
tases. So it is undoubtedly true that we may 
have postoperative swelling without infection. 
(b) Infection. Wherever infection is present 
in any part of the body, there we have swelling 
usually of the edematous type. It would be 
almost impossible to say in any specifie instance 
that no infection had existed in so large a wound 
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as that, which is associated with the removal of 
breast carcinoma. Even a slight infection almost 
impereeptible might give rise to swelling of a 
considerable extent if located in an area adja- 
cent to important lymphatic or venous. strue- 
tures. It is undoubtedly a very important etio- 
logical factor. Halsted types the condition as 
‘Surgical Elephantiasis,’’ and this term imphes 
infection, for elephantiasis, according to Matas, 
quoted in Halsted’s article, is characterized by a 
chronic inflammatory fibromatosis or hyper- 
trophy of the hypodermal and dermal connective 
tissue, and is preceded by and associated with 
lymphatic and venous stasis. Edema may exist 
for many vears in the extremities without caus- 
ing any fibromatosis or hyperplasis of the con- 


This had developed following an operation on 
the axilla, evidently a rather extensive dissection 
eaused by an infection, due probably to skin 
irritation from wearing a, east which held the 
arm in abduction, 

| An interesting point which should be men- 
tioned, however, is the faet that the patient 
‘stated that a tumor had been removed. The 
(operation was performed in some New York hos- 
pital, the name of which she did not remember, 
so I was unable to trace the truth of this state- 
ment. I believe she had an axillary abscess, 
which was incised freely and drained. The cir- 
cumference of the right arm at the mid-point 
was 5 em. greater than the left, and of the right 
forearm 10 em. greater. Both breasts were nor- 


3.—Postoperative edema, 
in text. No breast involvement. 


nective tissue of the parts. Something more 
than lymph stasis is required, and that something 
more is infection with pathologie organisms, and 
especially those of the streptococeal type. It is 


questionable whether the postoperative swelling | 


which we are discussing ever reaches the stage 
of fibrosis mentioned by Matas. 

One of the most extensive examples of edema 
of the upper extremity in our experience was 
that of a patient who applied for treatment at 
the New Haven Dispensary in February, 1922. 


Case, infection axilla, mentioned 
Posterior view. 


mal, and there was no evidence of cervical in- 
volvement or other metastases. No limitation of 
abduction from the sear which was placed low 
in the axilla. 

(c) Pressure from sear tissue, either that 
caused by dissection of the axilla or from cicatri- 
cial bands crossing the upper axillary fold due 
to the character of the incision. I believe this 
is an important etiological factor. This has been 
“substantiated in our own experience, and in the 
experience of the Hopkins Clinie, for with the 
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reduction of this pressure to a minimum, eases 
of postoperative swelling of the upper extremity 
have ceased to a very great extent. 

This paper would be incomplete without briet 
reference to the experiments at the Hunterian 
laboratory condueted at the instance of Dr. Hal- 
sted by Dr. F. L. Reichert and Dr. C. Y. Bid- 
well, In these partial amputations were tried on 
dogs. All the tissues of the thigh were severed 
except the femoral artery and vein; the main 
nerve trunks and the bone. The divided parts 
were carefully sutured. For seven or eight days 
there would be slight swelling of the lee below 
the line of suture, When this had subsided the 
femoral vein was ligated. No demonstrable in- 
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Surgical Association with the vessels of these 
animals injected, showing the remarkable de- 
velopment of the new circulatory channels in the 
partially amputated limbs. 

Granting from the observations previously 
made that the two factors most important in the 
causation of postoperative swelling of the upper 
extremity are pressure from sear tissue and in- 
fection, the question naturally arises as to how 
this condition can best be avoided. The follow- 
ing suggestions seem pertinent : 

First. licision—A_ straight ineision com- 
meneing from a point below the middle or outer 
third of the clavicle carried to the upper border 
of the breast, which it then encircles, seems to 


Fic. 4.—Case, Surgical Service, 


New Haven Hospital. Carci- 


noma of breast. Incision as suggested in text. Operator, Dr. 


John Morton. 


rid, §.< 


Closure as suggested by the late Dr. Halsted. 


Fic, 6.—-Closure as suggested by the late Dr. Halsted. 


size of the leg occurred after this 
ligation experiments included also the 
ats of the femoral artery with a similar 

Sut. Dr. John Morton tells me that beautiful 


sp ‘NS "ar 
Pecimens were presented before the American 


accomplish the desired result most satisfactorily. 
This eliminates the curve over the deltoid and 
‘the upper axillary fold. On healing, the scar 


‘is practically straight or curves downward to- 
wards the axilla in such a way as to give a re- 
-dundant skin area where most needed, that is, 
high up in the axilla. 
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Exposure of the insertion of the pectoralis 
major is easily made, and therefore the main 
reason for the old incision is eliminated. The 
dissection of the axilla is as readily completed 
as formerly. 


Second. Dissection—The dissection of 


axilla should be clean eut. All trauma to the 
axillary structures should be avoided, thus elim- 
inating as far as possible injury to the peri- 
arterial sympatheties. 

Third. Hemostasis —Most careful attention 
should be paid to this. 

Fourth. Drainage.—Dr. Halsted has suggest- 
ed the elimination of this. In one case on the 


| 
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DISCUSSION OF DR. HARTSHORN’S PAPER. 


Dr. Stepnen A. Manoney, Holyoke: I must con- 
gratulate the doctor on the paper he has read. It 


‘coe covers all the points which should be 


surgical service at the New Haven Hospital. a. 


restricting band developed at the point of the 
drainage incision, but this is the only example of 
this in our experience. I believe that the aver- 
age surgeon is safer with drainage, because it 
affords an outlet for serum as being a useful 
precaution against infection. 

Fifth. Closure without Tension—The tend- 
ency is to do too little skin grafting. The tech- 
nique at Dr. Halsted’s Clinie includes skin graft- 
ing and tucking in of the axillary fold in prac- 
tically all the cases. As he says, this simple 
change has practically eliminated postoperative 
swelling. Plastic operations to secure closure 
should be avoided. This statement is made with 
full realization of the faet that physicians re- 
ferring cases as a rule expect complete suture of 
the wound. This can in the majority of cases be 
secured; but is it not too often done at the ex- 
pense of the patient’s safety ? 


IN CONCLUSION. 


Postoperative swelling of the upper extremity 
is caused in the majority of cases by 


1. Extension of cancer cells. 

2. Pressure of scar tissue and tension on skin 
flaps. 

3. Infection. 

4. Trauma to axillary structures during dis- 
section. 


It can largely be avoided by 

1. Careful asepsis and hemostasis. 

2. An incision so placed that on healing it will 
not exert pressure from sear tissue on the 
upper portion of the axillary triangle. 

3. — of trauma in the dissection of the 
axilla; 


brought out. I don’t quite agree with him as to the 
relative importance of the things causing it. Hand- 
ley in the Lancet in 1909 wrote extensively on this 
subject. He said that one case out of every six of 
amputations of the breast was followed by this 
edema of the upper arm. In his operations he had 
resected the axillary vein, had done extensive oper- 
ations in removing the gland, and yet he could not 
tell in what cases edema would take place and in 
what cases it wouldn’t take place. He said that in 
the majority of cases where he resected the axillary 
vein there was no edema. He negatived the block- 
ing of the circulatory system as one of the causes of 
edema of the upper extremity. 

I think Halsted put the importance in the fol- 
lowing order: least in importance, interference with 
the circulation; next, interference with the lym- 
phatie circulation; but the most important, infee- 
tion—that you can have extensive interference with 
the circulation or lymphatie system without edema. 
It is rare to have your operation followed by edema 
if you have no infection. If you consider the exten- 
sive dissection that is necessary in a radical oper- 
ation on the breast, you can see how difficult it is 
to avoid infection. I think all use drainage, an: 
the minute we use drainage we are going to have 
some infection, and also we are liable to have a mar- 
ginal necrosis high up in the axilla in the majority 
of cases of amputation for cancer of the breast; 
and if we have a necrosis we have infection. There- 
fore infection is present in the majority of the 
cases, and that may account for Handley’s experi- 
ence in finding that one case of edema occurs in 
every six cases following radical operation on the 
breast. I think J agree with him in his classification 
of the causes,—that the least important is the in- 
terference with the circulatory system; that the next 
in importanee is the interference with the lym- 
phatie system, and the most important is infection, 
which produces interference with the lymphatics. 

There has been some work done relative to the 
relief of this condition. I think there are three 
operations done and reported by Handley in the 


Lancet. One is the so-called Condoléon operation 
which is done for elephantiasis of the lower extrem- 


4. The Halsted method of suturing the upper ity. That operation has been done by Handley in 
and outer skin flap high in the axilla, thus °% !@W cases of this condition, and he reports excel- 
giving a redundant skin area where most. results. 

| 


needed. 

». Care in postoperative treatment. The fore- 
arm supported by a sling should be placed 
at right angles to the arm. The binder 


across the arm and chest should exert little. 


pressure. Passive motion should be com- 
menced early. 


67 Trumbull Street, New Haven, Conn. 


| In another operation by Tuffier of Paris he dis- 
articulates the upper extremity in a bad case, but 
only where he could get clean flaps. There is no 
need of disarticulation of the upper extremity un- 
less you can get clean flaps, and that almost nega- 
tives that operation except in certain clean cases. 
There is another operation reported by Handley, 
and that is by producing artificial channels out of 
the unhealthy tissues by the insertion of subcuta- 
neous silk sutures running from the wrist well up 
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er 14 

con to the healthy tissues of the chest wall. I thi: 
he had tive or six eases where he did that operatic:, 
and at the time he made his report two of them were 
practically eured. That is a simple operation—any- 
body ean do it- -and the reports from it are eneour- 
aging enough to be considered even in cases whi-h 
are infected, where a simple operation ean be done 
in order to relieve this distressing condition. 


Dr. L. Nashua: 


flap, which I have used many times and has also 
helped. 
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As regards binding the arm—for some years |. 


have used no binder for the arm but have had the 


patient lift her arm over her head on the next day, | 


whieh can always be done without distress. 


In speaking of the edema eases I did bury the | 


tubular silk and with very great suecess. 
very nearly complete relief. 


Dr. Stepukn A, Holyoke: 
a word about turning in the flap of the peetoralis 
major and minor museles—that is mentioned by 
Handley, and he says that has no effect at all. It 
didn't help. 


Dr. A. Porrer, Boston: It has always 


seoined to me that a piece of musele without nerve | 
values as given to the blood sugar content with- 


cout the appearance of sugar in the urine. 
the ‘threshold renalis,’* so called, is increased. 


supply would certainly undergo fibrosis. 


The Presipent, Dr. Cuartes A. Porrer. Boston: 
I think we ought to thank our loeal Committee for 
a of the most enjoyable meetings we have ever 
iad, 


Adjourned. 


DIABETES MELLITUS COMPLICATING 
SURGERY. 


BY ARTHUR T. JONES, M.D., F.A.C.S., PROVIDENCE, 


R, I. 


Di\8eTES MELLITUS, as defined by Osler, is 


a cisorder of earbohydrate metabolism eharac- 
‘renal threshold’? and the duration of the dia- 


terized )y progressive loss in weight, thirst, and 
poly and by the persistent exeretion of 
vose in the urine when an individual is on ; 
ontaining only moderate amounts of car- 
fous (rates or in certain instanees even when no 


It gave | 


SO 


the relationship existing between the percent- 
age of blood sugar and urine sugar and the 
factor which the so-called ‘‘renal permeability’ 
or “‘renal leak point’’ plays. Growing knowl- 
edge shows while normally a kidney is not per- 
meable to blood sugar values of from .O7—.15°% 
the threshold or ‘‘renal leak point’? may be 


greatly altered in abnormal conditions in one 
This paper 
minds me of the use ot the peetoral muscle as a_ 


way or another. [or example, we may have 
1-—Normal blood sugar content with or 
Without glycosuria. 
2.—Abnormally high blood sugar content 
with or without sugar in the urine. 
3.—Abnormally low blood sugar content 
with or without sugar in the urine. 
The normal blood sugar is stated as varying 
from .O7—.15¢,, depending on the diet. The 
question may be asked whether it is possible to 


have a glycosuria with a normal blood sugar 


might 


‘content. Experimentally this possible—for 


ack of better explanation we may say this hap- 


Car are ingested. Fat and protein 
becomes secondarily affeeted during 
t] of the disease. Diabetes is not an’ 
must be considered more as a symp- 


» not the idea of this paper to take up at 
the medical aspect of diabetes with 
" ‘iplex symptoms, diagnosis, pathology, or 
‘Ment; but rather to discuss the relation 
zery has to diabetie patients with surgical 

‘1 Uscussing this problem it is well to review 
bricily Diabetes Mellitus, first taking up the 
sisar control in the body. This may be termed 


i) 


| 
| 


ovens by impairing the renal function and in- 
creasing its permeability for sugar. This Is so- 
called renal diabetes, which has no relation to 
rue diabetes.* 

Next we may have an increase over normal 


Hlere 


As for example, in uremia, in whieh the blood 
sugar will be found high, often equalling the 
stage of diabetes—vet no sugar is found in the 
urine. In severe cases of nephritis also, pa- 
tients may exerete small quantities of sugar in 
the urine, frequently giving rise to misapprehen- 
sion that true diabetes exists. Carbohydrate 
restrictions in these cases do not appreciably 
influence the blood sugar content. 
Hyperglycemia with glycosuria is the econdi- 
tion one finds in true diabetes. Williams and 
Humphrey studied the blood sugar level in 127 
diabetie eases and found no constant level for 
the appearance of sugar. Also that there was 
no constant relation between the height of the 


betes, although it appears that the threshold 
rises with inereased duration of the disease and 
advaneing years. A rising renal threshold for 
sugar, in the face of careful dietary treatment, 
is a serious prognostic sign. In the treatment 
of diabetes it is desirable to maintain the blood 
sugar level as nearly normal as possible even 
though severe restrictions in diet may be neces- 


uiplex, dependent upon a great variety of | sary or even though the high threshold will per- 


mit a more liberal diet without sugar appearing 
in the urine. 

Hypoglycemia with glycosuria according to 
Langdon Brown® who recalls Sir Archibald 
Garrod defining a group of such eases in which 
slight quantities of sugar in the urine were 
found continually, in which variations in the 
diet had no effeet on the glucose output and 
in some of vw cich the blood sugar had been 
shown to be diminished rather than inereased. 


\ a 
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This type of case, however, as a precautionary | 
measure should not be allowed to ingest carbo-. 
hydrates freely. | 
In an editorial by Brown‘ he discusses 
len’s view that all diabetes is pancreatic in 
igin. It is now established that pituitary hy-. 
persecretion lowers the sugar tolerance and may 
produce glyeosuria. Thyroid extract ean in- 
duee glycosuria. It is well known that in 
Graves’ disease one oecasionally finds the ap- 
pearance of sugar in the urine due to the low-— 
ered tolerance for sugar. So he econeludes that. 
under action of the pancreas or over-aection of 
the suprarenals, thyroid or pituitary gland ean 
produee a glycosuria. 
Lack of knowledge of the exact struetural 
change or changes in the pancreas which is ae- 
countable for diabetes is shown by Labbe’ who 
examined the pancreas in 19 diabetie and 37 
non-diabetic cadavers. No connection between 
the lesions in the pancreas and the intensity of 
the diabetes was apparent. Sometimes the pan-. 
creas seemed sound in graver eases. As a gen-' 
} 


eral rule many Islands of Langerhans were 
pathological, and transitional states from the 
Islands of Langerhans to Acini were frequent— 
the reverse was rare. In 30 of 37 non-diabetie 
eadavers in which the panereas was examined it 
was found that the pathology was the same as in 
many of the diabetics and the lesions were of. 
the same type, but in none was there such ex- 
treme sclerosis as was found in most of the dia- 
betic cases. So it is, that neither histology nor 
pathological anatomy reveals the secrets of the 
diabetie process. 

I think it is a generally accepted fact that pa- 
tients with diabetes are more susceptible to in- 
fections; also that diabetie patients withstand 
infection less well than patients without dia- 
betes. 

We also have the surgical conditions directly 
due to diabetes; most common of which is dia- 
betic gangrene, usually most often involving 
the lower extremities. This begins in the toes. 
gradually extending to the foot and progressing 
up the leg, so that surgical interference becomes 
imperative. Although these cases may present, 
a sloughing, discharging foot the infection is of | 
a lesser degree and is not to be compared to an. 
acute infection, which is an acquired condition, 
However, there is a certain amount of absorp- 
tion and the patient is in a truly septie state. 
Next, we may have surgical conditions, existing. 
in a diabetie patient such as the presence of uter-| 
ine fibroids, hernia, fistulae, postpartum lacer-| 
ations, and new growths, benign or malignant. | 
Let us consider for a moment the treatment of. 
the diabetic condition itself regardless of the. 
surgical condition. | 

That the Allen method of treating diabetes. 
has come to stay is evidenced by increasing ex- 
perience. There is little need here of enumer- 
ating the so-called Allen’s treatment for dia- 
betes, 


Recently Newburg and Marsh have reported 
a series of cases in which they have been treat- 


ing diabetes by an increase of fats—which of 


course is in opposition to the Allen treatment of 
diabetes. This treatment consists essentially in 
no starvation periods but allows 900 calories per 
day of 70 gms. fat; 20 gms. protein and 15 gms. 
carbohydrates continued until the patient is 
sugar free. 

The question may be asked whether an oper- 
ation should be carried out at once to remove 
the lesion which exerts an unfavorable influ- 
enee on the diabetes or should an attempt be 
made to render the urine sugar free first or at 


least reduce the glycosuria so as to cause an im- 


provement in the lesion and thus render the 


condition more favorable for operation. 


Much may be said in defense of either step. 
Numerous instances have occurred in which sur- 
vical affections in diabetics have been healed 
spontaneously after rendering the urine sugar 
free; while it often happens that after success- 
ful operation the diabetes has taken a mild 
course and has shown improvement with disap- 
pearance of glycosuria. 

The difficulty of deciding these problems is 
increased by the fact that a surgical operation 
exposes the diabetie patient to a greater danger 
connected chiefly with the anesthesia and op- 
erative shock. 

Funk® believes that, apart from urgent cases 
such as strangulated hernia or perforative peri- 
tonitis in which operations are absolutely im- 
perative, there is a question whether a given op- 


eration is justifiable and should be performed. 


It has been pointed out? that the difficulties are 
all the greater as diabetes and the surgical af- 
feetion have a reciprocal baneful influenee and 
a vicious cycle is created. 

Reisman® says that the exaggerated fear of 
elinicians and surgeons of operating on diabetic 
patients is rapidly giving place to a more ag- 
gressive attitude, nevertheless, he is of the 
opinion that all operations which can be avoid- 
ed in diabetic patients should be avoided, partic- 
ularly those requiring a general anesthetic. 
Narecosis for diagnostic purposes is certainly un- 
justifiable and in all operations not of an emer- 
gency character an attempt should be made to 
first render the patient sugar free. 

Some authorities’ are opposed to the Allen 
method of treatment before operation while 
others’? advoeate it. Reisman does not feel that 
it is absolutely necessary to banish the last 
trace of sugar before undertaking an operation 
that is important for life and comfort. He says 
‘it is well to administer alkali before an oper- 
ation whether diacetie acid is present or not in 


the urine. If there is an acidosis present the 
dangers of operation are enhanced and unless 


an emergency it should be postponed and an at- 
tempt made to abolish ketonuria. In addition 
to pushing alkalis before and after operation, a 
1000 ¢.e. of 5 to 10% sodium bicarbonate solu- 
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tion should be given intravenously while the 
patient 1s under the anesthe during opera- 
tion. This principle is in direct opposition to 
Kahn’s'! belief, who says the use of alkalis is 
contraindicated. Especial attention should be 
viven to minimizing tissue trauma on account of 
liability to septie infection. For prolonged op- 
erations the anesthetic of choice he feels should 
be local anesthesia, using as little as possible to 
prevent tension sloughing. Nitrous oxide comes 
next in choice. 

Labbe'* declares it is better to refrain from op- 
eration on diabeties particularly where there is 
an acidosis, vet better to operate than let the 
patient die from septicemia. Operation should 
be preceded by sodium bicarbonate to render the 
urine alkaline, also measures to reduce the 
hyperglycemia and aeidosis. He refrains from 
using fast days just before operation. This 
seems to be greatly emphasized by many writers. 
In the use of sodium bicarbonate Labbe recom- 
mends 48 gms. just before operation. He pre- 
fers local anesthesia, next spinal anesthesia, and 
for a general anesthesia ethyl chloride. 

Reginald Fitz,’* in a five year period at the 
Massachusetts General Hospital in a series of 
380 cases of diabetes which eame to his atten- 
tion, noted that over 14% had surgical condi- 
tious Which necessitated the surgeon’s judgment 
as urgently as those of the medical man. We 
may conclude, therefore, that diabetes is not a 
medical disease exclusively. A surgeon should 
know the life history of a diabetie that he may 
‘balance the risk of operation in any given case 
and. if operation is necessary, he must be very 
familiar with the effeets of various anesthetics 
and operations in order that the patient may 
be exposed to as little danger as possible. In 
this series of diabetie patients colleeted by Fitz. 
J of the od were obviously unsuited for any sur- 
gical procedure. Forty-five eases of the 4 
calie fo Operation, 18 deaths, or a mortality of 
HU. resulted. This faet alone shows that dia- 
betics do not stand operation well. 

these cases (45) 2 groups were formed. 
the tirst group 20 cases were suffering from 
acute infeetion or gangrene before operation. 
ih tie second group of 25 eases each case was 
Nom inleeted. Ten, or 50%, of the infeeted cases 
while 3, or 12% of the non-infected eases. 
from these figures it becomes immediate- 
parent that any acute infectious condition 
diabetic requiring surgical interference 
must he looked upon with the greatest of gravity. 
While any non-infectious condition requiring 
is more dangerous than in a norniai 
vi vidual not suffering from diabetes but may 
be carried safely through. 

he inajority of the above infected eases were 
“iroical emergencies and so were unable to re- 
“lve a thorough course of preoperative diabetic 
treatment. Four of the infected eases were pre- 
pared for operation by prolonged course of med- 
ical treatment; 2 of the 4 died, both being un- 
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der 30 years, pointing to the fact that diabetes 


in young individuals is apt to be of a severer 
nature than diabetes occurring in older people. 

Fourteen infected cases were operated soon 
after entering the hospital and suffered a mor- 
tality of 33890. Of the 25 known infected cases 
in which there was ample time for preoperative 
preparation all were given prolenged medical 
treatment and then turned over to the surgeon. 
Of these 25, 9 died. We may ask, therefore, 
how important preparation is for operation in 
septic cases. It certainly is an open question 
as Judged by these figures. 

Fitz feels that prolonged undernourishment 
necessary to get a patient’s urine sugar free and 
to get his blood sugar within normal limits may 
so lower the resistance of the patient to infee- 
tions as to be unjustifiable. The best rule 
would seem to be to postpone operation as long 
as seems safe as Judged by the clinical condition 


of the patient, but not to wait until septicemia. 


has developed or until the powers of reeupera- 
tion and resistance are lost. 

In an article by Doctor George W. Gardner 
of Providence, R. 1.° he offers the following 
statisties from a study of the diabetic cases, re- 
corded at the Rhode Island Hospital for a pe- 
riod of the past five vears. Of this series 8% 
showed definite improvement of the surgical 
condition while 12% showed loeal cure of the 
surgical condition but with a mortality of 80°. 

In a series of 25 eases of gangrene of thie 
toes or foot, 11 were not operated; of this num- 
ber 6 died, 2 were discharged against advice 
with death imminent, and 3 improved. 

Of 4 cases of toe amputation 3 were dis- 
charged against advice, presumably to die; one 
ease healed. Of 2 amputations under gas-oxy- 
gen both died. 

In a series of 4 lower leg amputations, 3 died; 
one of these eases was operated under ether 
while 2 were operated under gas-oxygen; one 
ease healed. 

In a series of four thigh amputations under 
gas-oxygen 3 died, one discharged against_ad- 
vice, presumably te 

The eases varied greatly in many ways; some 
had been under diabetic treatment, some were 
of short duration, some of lone standing with 
a great amount of sepsis. | Various types of 
anesthetics were also administered, 

Nellis B. Foster of New York,'® in an article 
on ‘‘Surgical Hazards in Diabetie Patients,”’ 
says that he feels the severity of diabetes in 
any given case can be estimated only by blood 
analysis; that infections tend to increase se- 
verity of the disturbance of carbohydrate me- 
tabolism, and in that way bring about a vari- 
able degree of acidosis; that the low resistance 
of the tissues to infeetions prolongs and inten- 
sifies carbohydrate disturbance and hence acid- 
OSiS. 

The recognition of these facts would make it 
possible to determine at least when operation 
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eannot be borne by a diabetie subject. The 
chief danger is always acidosis and coma. So a 
determination of these factors is essential. Ks- 
timates of plasma CO, combining power of the 
blood give a very definite idea of the degree of 
acidosis. Normal blood plasma shows a combin- 
ing power for CO, above 55°¢¢. The severest 
degree of acidosis is evidenced by a combining 
power of 20°. less. No diabetic patient who hes 
come to his knowledge has suecessfully with- 
stood any operative procedure whose blood 
showed a combining power of less than 50¢,. 

Ile thinks that operative procedure is con- 
traindicated with the CO, of the blood plasma 
less than being the lowest figures 
that permits of a reasonable margin of safety 
for surgical procedure. Then, too, the degree 
of hyperglycemia eannot be ignored. One sees 
many patients suffering from diabetes with no 
acidosis but with the blood sugar over .35% who 
succumb to operation hecause of acidosis that 
develops post-operatively. When the blood) su- 
garis a higher figure than .55°o at time of op- 
eration a fatality is probable. We may say 
then that patients showing blood sugar over 
ora plasma CO, combining power of less 
than 40°), cannot be expected to survive any 
operative procedure. The only safety with cases 
of this tvpe is to change the metabolie state be- 
fore surgical treatment is undertaken. If there 
is not time to do this the case is hopeless. 

Ether anesthesia is certainly contraindicated 
in all diabetie cases because it has an immediate 
and definite effeet upon the body fats and the 
liver and hence intensifies the disordered pro. 
GOSS, 

I would like to report the following cases — 


Case 1.—- G. C.. female, age 57, family history 
negative for diabetes. Previous history: Dia- 
betes for several vears. Recently the great toe 
of the right foot had become gangrenous, which 
extended up the foot. On examination the pa- 


tient was found to be in rather poor condition, 
listless and stuporous but could be aroused eas-| 
ilv. The large toe of the right foot was com-| 
pletely gangrenous as well as the dorsum and 
sole of that foot. Her left leg was swollen to 
the knee. The Allen treatment was instituted. | 
Five days later the patient’s condition was not 
improved but rather for the past 2 days had 
heen growing distinctly worse. Immediate op- 
eration was deeided upon and high thigh ampu- 
tation was done (June 6, 1916). Gas-oxygen 
was administered. The patient was greatly 
shocked following the operation but soon ral- 
lied somewhat. She grew worse again after 2 
hours and died after 10 hours. 

Case 2,—C. A., male, aged 55, gave a history 
of diabetes for several years: when first seen 
he had a gangrene of the left foot, extend- 
ing half way up the dorsum. He showed 
considerable sugar in his urine. Patient had 
no preliminary treatment for his diabetes; was 
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immediately operated on (October 30, 1911); a 
middle and upper third leg amputation was 
done; gas-oxygen. Time of the operation 25 
minutes. Patient was conscious as soon as an- 
esthesia was stopped. Made a splendid) recoy- 
ery; on 10th day stitehes remoyed. Wound 
clean. Still showed some sugar in urine. Re- 
ports later showed patient in good condition, 


Case 3.—W. W., male, aged 53, gave history of 
having had diabetes for vears. At the time of 
first examination patient had diabetie gangrene 
of the whole right foot. He had been under dia- 
hetie treatment for some time and was sugar 
free when first seen. Consequently an imme- 
diate operation was done, February 20, 1916. 
under gas-oxygen; an amputation at the june- 
tion of the middle and upper third of the right 
leg, On the 10th day stitches were removed; 
wound in exeellent condition; skin flaps healed 
well. Later reports coneerning the health of 
patient were favorable. 

Case 4.—-G. D., male, aged 64. Previous his- 
tory: Patient had diabetes for 9-10 years. Fam- 
ilv history negative for diabetes. Present ill 
ness: For a week before first seen, gangrene of 
the left small toe was present which gradually 
included the fourth toe and dorsum of the foot. 
Physical examination showed the left foot swoll- 
en and the dorsum red and edematous; gan- 
erene of jast toe, which was discharging some 
rus. Patient was put on restricted diet since 
the urine showed considerable sugar. Two days 
later when operated, patient had a very heavy 
trace of sugar. A high thigh amputation was 
done under egas-oxygen (August 18, 1918). On 
the 10th day stitches were removed. Ilis_ flaps 
showed some lack of vitality, urine at this time 
showed .55¢, sugar. From this time on patient 
showed variable amounts of sugar and after a 
month the flaps had gradually healed and _ thie 
patient was discharged in good condition, Re 
ports concerning this patient later were favor- 
able. 

Case 5.—F. P., female, age 50. Previous 
tory: negative for diabetes. Family history ir- 
relevant. At the time of first seeing her she 
eave a history relative to uterine fibroids. Ex. 
amination proved this to be true. At that time 
her blood pressure was 170/110. Urine exam- 
ination showed a trace of albumin; 1.5% sugar, 
no casts. It was thought best to delay opera 
ting that she might clear up of sugar. To this 
end she was put on restricted diet. A month 
later she was sugar free and a hysterectomy 
was done under gas-ether (December 9, 1920). 
Two days after operation her urine showed 1% 
sugar. She made an uneventful recovery and 
was discharged after 21 days. At the time of 
discharge she was sugar free. One month later 
she had about 160 sugar in her urine. On Marchi 
“4, three months after operation, her blood su- 
gar was .4¢0. Her urinanalysis was not done 
owing to the fact that the patient neglected to 
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send a specimen. She admitted when last seen. 
on March 24 that she was eating anything and 
everything and feeling well. She had no dia.) 
betie svmptoms at that time. 


(ase 6.—-M. b.. male, age 59, admitted to Me 
morial Hospital on the 25th day of February 
1991. P. Ro normal. At the time of entering 
the hospital patient complained of trouble with 
both legs —off and on for & vears. Family his 
tory irrelevant. Previous history: About 
years previous to present admission patient wa 
admitted to the Memorial Hospital with a dia- 
betic eanerene of the left leg. For 2 weeks be- 
fore. he had trouble with this left foot and on 
eonsulting a doctor he was told he had diabetes 
although he had no symptoms before this. HH: 
was operated on at that time, although he 
showed a very faint trace of sugar. Followine 
his operation his flaps did not heal so he was pui 
on a restricted diet and after 3 weeks his urine 
was sugar free. A second amputation was done 
at the upper third of the thigh and a good result 
was obtained. From this time until discharged 
the patient was sugar free. Physical examina- 
tion showed a well developed, poorly nourished 
male. Blood pressure 170/80. Heart and Jungs 
negative. Abdomen negative. Pulse equal and 
regular. arteries very much selerosed; extremi- 
ties: Left lee amputated at junction of middle 
and upper third. Stump well healed. Right 
foot and lower lee gangrenous. Urine shows 
slight trace of albumen. Sugar 2.59%, oceasion- 
al hvalin east. Wassermann negative. On the 
8th day of Mareh 250 @.e. of sodium eitrate so 
lution viven intraveneously; 2 days following 
150 ©. of sodium citrate solution given intra- 
venously. lis urine since he has been in the 
hospiial has always shown a trace of albumin. 
sugar has varied between 2.59% to 14%%.. Also 
Slight traces of diacetie acid. Mareh 21 blood 
sugar was 4°. On April 5 he was put on Al. 
len treatment. Two days later he was sugat 
free but there was a sheht trace of diacetie acid 
blood sugar was >. On April 9 he was su 
gar tree, blood sugar was .9%. There was i 
Positive acetone test in his urine. Mentally he 
Was clear, This case was not operated on ac 
coll persistent high blood sugar. Patien 
Was «os harged unimproved. 

M. D., female, white and mar 
red, eo O2. Patient entered Memorial Hos 
pital) the 14th day of March, 1921. T. P. anc 


hist Negative for diabetes. Present ill 
to hospital for operation for 
ace) 


ac perineum and cervix. Urinalvsi- 
following admission showed of sugar. No di-| 
deer eed. From the time of admission up to 
April | “4 days) the urine had varied be- 
twee and 1%; never sugar free. Six days 
alter atnission to the hospital her blood sugar 
Was |) Night days after admission patient 
Was on Allen treatment; 24 days later her 


urine was sugar free but her blood sugar 


Was .8%. This case also not operated on ae- 


count of persistent high blood sugar. 


Cask M.. male. age 55. C. gan- 
grene of the right small toe and foot. duration 
six Weeks, whole foot painful. Previous  his- 
tory: Seven or eight veurs ago injured rieht 
leg and foot and large toe. Large toe ampu- 
tated and did not heal readily: was then found 
that patient had diabetes. After six or seven 
weeks his wound healed. Patient was well up 
io SIx weeks ago, at which time the small toe 
began to get gangrenous.  Phyvsieal examina- 
‘ion shows the right foot minus the large toe. 
Small toe is entirely gangrenous and some red- 
ness on the dorsum of the foot about small toe. 
Cireulation in foot seems good. Urinalysis 
shows large amount of sugar. Operation June 
18, 1921. Blood sugar at this time 24°. Urine 
showed a positive test for sugar. Amputation 
of foot June, 1921. Three days later patient 
died from  pubnonary embolism.  Convales- 
enee had been satisfactory up to this time. No 


-evidenee of acidosis or coma 


Case 9.—P. S.. male, age 70. Family his- 


tory: Negative. Previous history: Has had di- 


abetes for seven vears. Present illness: Four 
weeks ago began to have trouble with the right 
small toe. Examination shows small toe of right 
foot gangrenous with a discharging area on 
dérsum just above the metatarsophalangeal 
joint, Some redness of the dorsum of the 
foot bevond the other toes. Tender on plantar 
surface along the metatarsophalangeal joints. 
Seven days later blood sugar was .29¢7. Put on 
Allen treatment (ten days after). Four days 
after patient was placed on Allen treatment 


there was no sugar in the urine. Seventeen 


days after the patient was first seen, the blood 
sugar was On March 28, 1922, under 
vas-oxvgen, leg amputation was done at the 
middle and upper third. Following the opera- 
iion patient showed only slight amount of su- 
ear in urine. The patient was discharged 
iwelve days after .operation; wound being 
healed entirely. 


Krom the above data, which comprise the 
statistics and opinion of recognized clinicians. 
| think we may draw the following conclusions: 

First :—No diabetie is as good a surgical risk 


ane as a normal individual. 
Family history negative. Previous. 


Second :—No diabetic with an acute infection 
is as good a surgical risk as one without signs 
of infection. 

Third:—Aeute infeetions which jeopardize 
the life of the patient should be dealt with im- 
mediately, although a greater risk is incurred 
than in a non-diabetic patient. 

Fourth:—A course of preoperative treat- 
ment whenever possible is essential to minimize 
the dangers of operation in a diabetic and 
should be carried out. 
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Fifth:—That it is essential that we should 
estimate the percentage of blood sugar; glyco- 
suria, and plasma CO, combining power before 
operating upon a diabetic except in those cases 
where the presence of acute infection, peritoni- 
tis, strangulated hernia, intestinal obstruction, 
or some such condition makes immediate opera- 
tion imperative. 

Sixth :—In any diabetic patient showing a 
persistent blood sugar over .35% or a plasma 
CO, combining power of less than 40% opera- 
tion is hopeless, and best not be resorted to. 

Seventh:—The risk of any operation for a 
properly prepared non-infected diabetic case is 
slight. 

Kighth :—Gas-oxygen is the only safe general 
anesthetic. Local anesthesia taking second place, 
with spinal anesthesia to be recommended when 
the previous two cannot be used. 

Ninth:—Ether or chloroform is absolutely 
contraindicated in diabetics. 

In summing up it would seem from the gen- 
eral review of statistics as well as our own cases, 
that many diabetices in the past have been oper- 
ated upon without due regard to blood sugar 
examinations; plasma CO, combining power or 
any definite preoperative course of treatment. 
That the statisties generally are not worse. is 
undoubtedly due to the fact that without our 
knowledge many of these cases were safe for 
operation, That today we have a definite means 
of laboratory diagnosis, which tells us which 
cases are comparatively safe for operation, and 
on the other hand indicates those cases that 
should not be operated, or in which with existing 
conditions Operation is absolutely contra-indi- 
cated. 
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DISCUSSION OF DR. JONES’ PAPER. 


Dr. Rosperr B. Oscoop, Boston: I would like to 
ask Dr. Jones if he has had any experience with the 
work of Banting, of Toronto, in connection with 
the administration of the internal secretion of the 
pancreas 


_Dr. STEPHEN A. Mattoney, Holyoke: I should 
like to speak of a case that eame under my care 
ten years ago that died two years ago in diabetic 
coma. She was suffering from a prolapse of the 
uterus which required a long operation. At that 


time blood chemistry was not in the state it is today, 
and there was no attempt made to determine the 
blood chemistry. There was 5 per cent. of sugar ii 
the urine. I tried to avoid operation, but the pro- 
lapse of the uterus was so extensive that it ineapaci- 
tated her from her duties. I did the operation seven 
vears ago. The operation consisted of a vaginal 
hysterectomy, freeing the bladder and placing the 
stump of the broad ligament under the bladder; a 
perineorrhaphy was done at the same time, together 
with hemorrhoids. The woman made a complete 
recovery, enjoyed life perfectly for six years. During 
the last six years of her life she was under the care 
of Dr. Joslin of Boston, and she finally died two 
vears ago in diabetic coma. The anesthetic was 
ether. The time of the operation was close on tu 
two hours, and yet she could not have had a more 
satisfactory recovery than she did with her severe 
case of diabetes. 


Dr. Frank H. Laney, Boston: Those of us who 
work on diabetes get spoiled by Dr. Joslin’s treat- 
ment and we send the patient over to Dr. Joslin and 
ask him when to go ahead. So we lose the personal 
details in the care of these cases. IL don’t know 
whether it is a good thing or not. The average sur- 
veon does not have the time to go into the liter- 
ature of the subject and is not able or qualified to 
treat them as intelligently as the medical man. 

Dr. Joslin has impressed upon me one or two 
points which are of importance in the prophylaxis 
of diabetic gangrene, which when once started jeop- 
ardizes the patient’s future. Tle has said to me that 
it would be an excellent teaching to make diabetics 
wear the proper kind of shoe, a shoe which does not 
produce a blister so that gangrene, which usually 
starts at the point of the toe, will be prevented. And 
that ingrowing toe-nails should be prevented so that 
the infection does not predispose to a diabetic gan- 
vrene, which frequently ends the diabetie’s career. 
These may seem to be points of minor importance. 
but since diabetic gangrene is accepted as a serious 
condition, as is so often the ease elsewhere in sur: 
zery, factors which prevent the occurrence of thi- 
condition are of doubled importance. 


Dr. Artiiur T. Jones, Providence: I think that 
we have all in the past been called upon to give « 
decision in certain cases in rather a serious coni- 
tion as to the wisdom of operation, as to whethe: 
the case should be operated upon or whether it © 
gzoing to die any way. Heretofore we have had 
indications to go by with the exception of the sug. 
content of the urine. That we feel today isi’ 
sufficient, and now with our laboratory findings w« 
have definite indications, and we ean say in certain 
eases “Let that case alone.” If the blood sugar 1s 
below .55, and if we get our patient’s urine sugar 
free, we can operate on that patient. 

Dr. Mahoney’s ease illustrates the experience we 
have been going through. We have operated on 
eases in which we didn’t know what the blood sugar 
content was or the CO, combining power. In his 
case that woman undoubtedly had a blood sugar 
content of less than .35 per cent. If it had been 
higher the result would have been quite different. 
Today we should know the blood sugar content and 
the CO, combining power, as well as the urine 
findings. 


Boston M. & S. Journa’ 
April 5, 1925 
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POSTOPERATIVE INTRA-ABDOMINAL | tind, as has been stated, 82 such cases admitted 
ADHESIONS. to the Springfield Hospital during the past 
12 years. Of these, 21 did not come to operation. 
BY RALUI 1H, SEELYE, M.D., SPRINGFIELD, MASS. | Some improved under hospital care, some either 
satisfied or dissatisfied with the diagnosis left, 
cherishing the hope that they might escape the 
experience of the operating table. One of these 
cases Was on my service in 1912, having had ap- 
pendectomy two vears before and one year later 
ah operation for postoperative adhesions. She 
was discharged with the diagnosis of neuras- 
thenia, but turned up three years later with a 
diagnosis of intestinal obstruction, The records 
report ‘‘no definite obstruction,’’ but there were 
bands of adhesions from the upper portion of the 
sigmoid to the bladder. This illustrates the in- 
justice we may do neurasthenie women in mini- 
mizing their symptoms. On the other hand, a 
voung woman, highly strung, but not to be 
classed as a neurasthenic, seven years after a 
simple appendectomy had attacks of pain at in- 
. tervals extending over a period of about a year. 
anxiety 10 the eareful surgeon. Upon investl- | with the conviction that she was suffering from 
gating the subject of postoperative intra-abdom- adhesions I sent her to a roentgenologist, whose 
inal adhesions, however, it has become apparent | ,.surance that she was absolutely normal was 
that ay consideration of this condition and a followed by a complete disappearance of the 
ode of available eases may not be lacking in symptoms. 
interest. 
The records of the Springfield Hospital show be 
what was to me a rather surprisingly large num- | "this 
ber of cases admitted with the diagnosis of post- a; ‘tie 
sive there have been found 82 such eases. A‘ oo f obtaini 
very small percentage, it is true, of the total | C@Use 
number of cases. but. nevertheless. a rather im-| detated — S a 
posing array, when grouped together, of end- 
ok which do not contribute to the types degrees of severity must 
mild ind matory condition | rest content with the knowledge that of the 35 
| cases, plus nine in which appendectomy was 
or a very moderate amount of traumatism to so_ Le with ther operation. 11 
affect the peritoneum that its smooth glistening ‘ 
Surface is lost and it readily adheres to whatever thas of 
re them were chronie catarrhal, six were acute ca- 
tarrhal and three were gangrenous or perforat- 
tubercular peritonitis and in pelvie infections, ed It is unfortunate that no conclusion ean be 
So mich so as to leave very little unadherent ‘drawn as to the likelihood of troublesome adhe- 
peritoncum In the lower abdomen. The trauma sions from the nature of the case. The impres- 
sions gained from experience, not to be eompared 
of adhesions, as is noticed whe the abdomen is 12 accuracy with reliable statistics, it must be 
opened a “Th far admitted, lead me to the conelusion that symp- 
prescnen pa- toms from postoperative adhesions are rather 
tient is never pen i of hah cateaiedline ag more frequently found after the milder forms 
Will be shaves, of appendicitis than in those of greater severity. 
erabie Perhaps this may be explained by the fact that 


comfort, but may bring on conse in the latter the intestines are matted together 


In the progressive advance of surgery towards 
its visionary goal of perfection there are unfor- 
tunately many casualties which impede the at- 
tainment of what is to be desired, The possibil- 
ities of untoward results which immediately or 
soon follow surgical procedures are as con- 
stantly in the mind of the surgeon as is the con- 
tingeney of an accident in his daily course 
through vehicular traffic. The more remote re- 
sults of surgery lacking perfection are perhaps 
not always given sufficient consideration. The 
two important examples of sueh sequelae not 
dependent upon error of diagnosis or treatment 
are postoperative herniae and postoperative ad- 
hesions. Except in drainage cases, and very 
largely even in these, postoperative hernia, by 
improved technie, presents shght cause for 


considerable extent so that there is not pres- 
his olq ent the tendency for them to be pulled upon or 
| constricted by individual bands of adhesions. 
of indefinite abdominal pains. Many f 
of t! 1 are in neurotie women and are not to be| This suggestion is confirmed in the group 0 


taken too seriously. Many others eradually dis- | cases following operations upon the ovaries and 
appear. There are, however, a considerable | Fallopian tubes. Of 13 in this list only one had 
that require surgical attention. We | had pelvic inflammation which was at all exten- 
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sive—acute double salpingitis with acute peri- 
tonitis, The by no means uncommon cases of 
purulent salpingitis with the whole pelvis a 
mass of dense adhesions do not apparently incur 
the danger from adhesive sequelae that are to be 
found after the less inflammatory pelvic cases, 

Adhesions following hysterectomy appear only 
in three instanees. One of them comes in with a 
diagnosis of ‘‘chronie intestinal obstruction 
from adhesions.’’ The hystereetomy was 18 
vears before and intestinal symptoms extended 
back only a few weeks. As no operation was 
done and as the record of her 22 days’ stay in 
the hospital showed almost daily dejections. the 
diagnosis may be considered as doubtful and the 
influence of the previous hysterectomy may be 
questioned. The second had hysterectomy six 
years before and made no complaints until two 
weeks before. The diagnosis was postoperative 
adhesions, but the symptoms noted were of little 
significance. ‘Two weeks in the hospital appar- 
ently effected a cure. The third case had intes- 
tinal obstruction after hysterectomy one year 
before, and after two days of pain and vomiting 
Was operated upon with fatal result. I recall 
another case that three weeks after hysterectomy 
developed an acute intestinal obstruction. On 
the freeing of a knuckle of intestine which was 
kinked by an adhesion to the uterine stump she 
made a good recovery. This was evidently diie 
to an error in technic resulting in failure prop- 
erly to cover the uterine stump, leaving raw 
surface to which bowel might adhere, An expla- 
nation of the observation that so few hystereecto- 
mies are followed by troublesome adhesions is 
to be found in the faet that inflammatory action 
is not present and that with proper technie no 
raw surface is left. 

After operations for ectopie pregnancy one 
might expect a relatively large number of post- 
operative adhesions on account of the amount of 
blood clot that must necessarily be overlooked 
in making the peritoneal toilet. 
ord, however, of only one case. 


There is a ree- 
This patient had 


constant but not severe pain for three months | 


following operation. On opening the abdomen 
at this time several adhesions were found and 
freed, None appeared to be causing any dis- 
turbance. The relief, however, was permanent. 


Adhesions are noted as causing trouble after | 


four cases of intestinal anastomosis; one eulmi- 
nated eight days after operation and resulted 
fatally six days after the breaking up of the ad- 
hesions ; one was relieved of pain and vomiting 
by the separation of adhesions; the third was 


sufficiently grave to suggest the diagnosis of ob- | 


struction, a condition not established on oper- 
ation, and the fourth was one which developed 


acute obstruction two years after complete colee- 
tomy. 


After hernia operations we find only one ease. 
In this the element of adhesions was rather see- 


ondary as the essential feature was an obstruc- 
tion of the bowel gradually coming on for a year 
after an operation for strangulated umbilical 
hernia, showing a cicatricial stenosis with al- 
most complete obstruction. 

One operation for diverticulitis was followed 
by postoperative adhesions, 

CGall-bladder infections are notably associated 
with adhesions. Ten cases are found which 
were sufficiently troublesome to require hospital! 
treatment. Three of these had had cholecystee- 
tomy, of which one was not considered to re- 
quire operation and two were found to have 
rather extensive adhesions, with pain and nausea 
and vomiting, Of the seven which had under- 
gone choleeystotomy four had simple adhesions 
and three came to choleeystectomy. In those 
eases in which cholecystectomy was not orig- 
inally done the postoperative symptoms may per- 
haps quite as consistently be accounted for by 
the presence of an old pathological gall-bladder 
as by ad*esious. Stomach surgery has been fol- 
lowed by only four instances of postoperative 
adhesions according to the records. Two of 
them had symptoms of pain and vomiting but 
were not operated. The remaining two were 
found to have adhesions but were also found to 
have gall-bladders which presented sufficient pa- 
thology to call for their removal. On the whole, 
surgery of the upper abdomen does not appar- 
ently carry in its wake the stigma of later adhe- 
sive casualties that are found in the lower por- 
tion of that most interesting region. To balance 
the number we must reluctantly admit 10 cases 
in which the already mueh maligned records give 
no information as to the surgical procedure 
which preceded the state of varying degrees of 
intestinal cohesion which urged them to the hos- 
pital for relief. 
| Summarizing the cases as to what may be con- 
sidered their etiologieal signiticanee we find that 
postoperative adhesions have resulted from va- 
rious operations as follows. 

Appendectomy 35, not counting 9 cases in which 

| this ope ration was done coincident with 
some others. 

Oophrectomy and salpingeetomy of both, 15. 

Ilysterectomy, 3. 

For eetopie pregnaney, 1, 

Intestinal anastomosis, 4. 

Iferniotomy, 1. 

Diverticulectomy, 1. 

Cholecystotomy or choleeysteetomy, 10. 

Gastroenterostomy, 4. 

Not reeorded, 10, 


If we may indulge in animadversions directed 
towards another viewpoint we may observe that 
these cases, analyzed with reference to their 
symptomatology and pathology, present a not 
uninteresting subject for consideration, As one 
would naturally expect, pain is without excep- 
tion the predominant feature. Nausea and vom- 
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iting are not infrequent. Pain is the only symp- 


tom noted in 55 eases. Nausea and vomiting are 
mentioned in 12 cases Sixty-seven cases of post 
operative adhesions, most of which were not it 
serious condition at the time. Remembering 
that 21 were not operated upon, we have 46 cases 
of relatively simple adhesions without much evi- 
dence of serious pathology. We do find, how- 
ever, one group of cases of the utmost serious- 
ness “prese nting a condition than which there is 
little in surgical praetice to compare with it in 
gravity. Thirteen of these patients had, as the 
result of adhesions following operation, intes- 
tinal obstruction. All were operated upon and 
the mortality was in conformity with what is ob- 
served in this sort of case, Seven lived and six 
died. ‘Two of the eases are recorded as partial 
obstruction, one as chronie obstruction, and one 
as mechanical ileus. In six the adhesions were 


separated, with the unfortunate result of only. 


one survivor. The remaining three were re- 
sected with uniformly good results. 
In addition to the eases of obstruction appear- 


ing in these records there must be a considerable | 


number which should have been classified with 
them. but which on aeeount of failure to asso- 
ciate them with adhesions were enumerated un- 
der the heading of intestinal obstruetion. 

L recall a case, not in this series, of a young 
man operated upon six years previously for ap- 
pendicitis, There was evidenee of aeute ob- 
struction, On opening the abdomen a narrow 
band was seen completely constricting the ilium 
near the caecum. Division of this band was im- 
mediately followed by the rapid filling of the 
collapsed howel and the resumption of peristal- 
Sis, @ sight which more than compensates. the 
surgeon for his efforts and whieh tends to a 
slight degree to counterbalance some of his un- 
Salisiactory results, 

There remain in this group, viewed as to their 
SYuptonatology and pathology, two eases, One 


is that of a man who had appendectomy seven 
years. store. Associated with his postoperative 
adhesion he was found to have careinoma of the 
a condition which cannot probably be 
dependent upon either his previous operation or 
the resultant adhesions, 

_ The other ease is perhaps sufficiently interest- 
amore detailed deseription. It is 
thar ‘young woman who had appendectomy 
done Boston, where she was attending school, 


M Dooonber, 1914. She soon came and. 


a rom my letter to her surgeon, we find 
lat: 


had <« 


and wradnally loealized in the left flank. This 
Was a SOU lated With exquisite tenderness so that 
pall. Was extremely difficult. A mass, how- 
ally apparent, and it was decided 
n January 4 we made an incision 

‘tside of the descending colon. From the 


ora period of two or three weeks she. 
‘ere pain, which began on the right side. 
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temperature, feeling of the mass, and tenderness, 
we feared we should find a sponge. Am glad to 
say that a most careful exploration satisfied us 
that that was not the case. We found, however, 
the descending meso-colon very much thickened, 
and in one portion of it a small abscess, contain- 
ing perhaps half a dram of pus. The area of 
thickening was perhaps three or four inches 
lone and one inch to one and one-half inches 
thiek, Nothing else abnormal was found. For a 
week after the operation there was a free dis- 
charge of pus, which has practically ceased now. 
There has been tremendous tympanites, causing 
ereat distress. This has been associated with 
nausea, and it has been very difficult to keep the 
bowels free. [am glad to say that during the 
past week all these conditions have improved, 
so that now, although Miss W. is pretty weak, 
she seems to be on the road to recovery.”’ 

Six yeai's later, in January, 1921, it is found 
that she has been troubled with very obstinate 
constipation, with flatulence and considerable 
abdominal pain tenderness. The x-ray 
showed the hepatic flexure of the colon adherent 
to the lower portion of the descending colon, so 
that the colon instead of going up, over and 
down, went over, up and down, The adhesions 
were freed and the bowel restored to its normal 
position, where it was held by a few stitches 


from the hepatie flexure to the abdominal wall. 


The result has been very gratifying as all symp- 
toms have disappeared except the constipation, 
and this is much improved. 

It has already been set forth that after even 
the simplest abdominal operation there is great 
likelihood of resultant adhesions. But when it 
comes to matching up the symptoms with the 
probable menace of these adhesions and advising 
for or against operative interference, the prob- 
lem is not a simple one. The cases of obstruction 
are only too obvious and automatically proceed 
without argument to the operating room, where 
they have about a 50-50 chance of later on taking 
up the duties and pleasures of life. A large pro- 
portion of the other eases, which represent 84 
per cent. of the total in this series, requires very 
careful consideration, [It is probably safe 
statement to say that all the cases of obstruction 
mieht have been forestalled if they had been 
intelligently observed before they were stricken 
by this sword of Damocles, just as one may say 
that a gangrenous appendix always gives antiei- 
patory warning, and so for that reason should 
not be allowed to reach its development. 

It is a very nice question to decide as to how 
much pain (and that is practically the only 
symptom we have to base our diagnosis on) 
patient is to have to entitle him to an explora- 
tion. In many of the mild cases a careful regu- 
lation of the bowels is sufficient to restore a com- 
fortable existence. If this, however, is not effee- 
tive, and if the neurotie element does not over- 
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shadow the picture, an exploration may be ve- 
garded as the safest and wisest procedure. ‘The 
x-ray will frequently be helpful in arriving at 
this conclusion. It should not be disregarded 
while one is engaged in the separation of adlie- 
sions, that many of them are harmless, and that 
two raw intestinal surfaces caused by separation 
from each other will each unite to another por- 
tion of the bowel, making two adhesions where 
before there was but one. Bands should be di- 
vided. Kinks should be eliminated. All raw 
surfaces should if possible be covered by omen- 
tum or other available tissue, and harmless adhe- 
sions should be allowed to remain. 

In the matter of prophylaxis the operator has 
it in his power to accomplish much in the pre- 
vention of postoperative adhesions. Those due to 
inflammatory conditions he cannot combat, but 
much harm can be prevented by the avoidance 
of rough handling, and the too zealous use of 
sponges. It has become a very important item 
in surgical technique, and one that should be in- 
sisted upon, that no raw surface be left uncov- 
ered. This can practically always be accoin- 
plished, and will do much to eliminate future 
trouble. 

The paucity of the records has curtailed much 
that might be of interest in the study of these 
eases. Nevertheless it may be coneluded that 
postoperative adhesions are a by no means un- 
common cause of discomfort, invalidism, and 
death; that proper recognition and treatment of 
this condition will prevent suffering, and save 
life, and that improved technique will do much 
to prevent its occurrence. 


DISCUSSION OF DR. SEELYE'S PAPER. 


Dr. Henry C. Tinkuam, Burlington: I would 
like to know what the experience of the men here 
has been in introducing melted vaseline or any of 
the oils into the peritoneal cavity to prevent ad- 
hesions. 


Dr. Herserr L. Nashua: T recall a ease 
which at the time seemed to me very extraordinary, 
It was thought to be a ease of acute appendicitis, 
although there were some unusual findings and there 
was some difference of opinion amone the consult- 
ants. It proved to be a detinite case of appendi- 
eitis, but in addition it was found that there were 
almost universal and very firm adhesions, all the 
small intestines being glued together in such a way 
that it was impossible to separate them without 
great danger of tearing through the walls. It was 
quite evident that these adhesions had nothing to do 
with the recent infection of the appendix, but was 
a tubercular process. The patient, a woman of about 
thirty-five, gradually improved, under out-of-door 
conditions, and was finally able to take up her house- 
hold duties. 

About five years later she developed some sort of 
pelvic trouble which called for exploration. To our 
ama”ement, when the abdomen was opened there be- 
fore us lay all the intestines in a perfectly normal 


condition, covered with shining peritoneum. Noi 
an adhesion could be seen! If I had not seen thi- 
with my own eyes and attempted myself to separ- 
ate the adhesions 1 would not have believed it pos- 
sible. I believe the patient has been well ever since. 


Dr. Hexry C. Tinkuam, Burlington: I had a case 
identically like that, a case of acute abscessed ap- 
pendicitis and later we found that the adhesions 
were all gone and the appendix was removed without 
ditticulty. 


Dr. Frank H. Laney, Boston: One of the men at 
the -——— hospital introduced paraffine oil some 
years ago in an attempt to prove whether or not it 
had any value. It is now proved that it has no value 
in the prevention of adhesions. Vaseline is of the 
same character as paratine. In the paraftinoma cases 
there are tumors which when split open contain par- 
afiine oil, and it will in our opinion not only not 
prevent adhesions but will undoubtedly produce 
them by the production of walled off masses of 
vaseline. 


Dr. Daniet F. Jones, Boston: This seems to me 
to be a very important paper because so many ab- 
dominal symptoms are laid at the door ot “adhe- 
sions.” It seems to be a term very similar to “neu- 
ritis.” There are three groups into which patients 
suffering from “adhesions” fall. (1) Those with 
coiplete or partial obstruction. (2) Those who are 
suffering from some other lesion, such as the case 
reported by Dr, Brewster of intermittent hydroneph- 
rosis, gall-bladder disease, or duodenal ulcer. (3) A 
very few who have some slight abdominal discom- 
fert, perhaps due to adhesions. 

A very striking case was that of a young man of 
twenty-eight who had been operated upon. tliree 
times; once for a chronic appendicitis, and twice 
for “adhesions,” tollowing the first operation. He 
came to me for the fourth, because of adhesions 
which the doctor and the x-ray diagnosed. Proper 
exercise for a bad posture and stiff back, directed by 


an orthopedic surgeon, relieved him of his pain, 


which had kept him from work for eight years. Il. 
is now well and has been working for several year. 

Ifow many cases of pain due to a duodenal ulcer 
were relieved by separation of “adhesions” about the 


duodenum as used to be done frequently? It is 


very strange coincidence that patients who have be. .: 
operated upon for acute appendicitis and have |. 
drainage, and in fact any inflammatory proces: 
the abdomen in which we know there must be adh. 
sions, rarely return to us because of “adhesion-. ’ 
while those who have had an ovary or a chronic +.» 
pendix removed frequently return because of “a0 
hesions.” It is important for us not to get the ide 
of “adhesions” too firmly fixed in our minds, for «° 
will be likely to overlook the real cause of the syip- 
toms. 


Dr. Ernest L. Hunt, Worcester: I don’t want 
let this opportunity go by without confessing to © 
case of a young woman who comes to me repeated!: 
for adhesions which produce obstruction and fo: 
which she has had 17 operations. It began as a’ 
acute suppurative appendicitis. It was operated 
upon the first time in a neighboring city, and she 
came to me after about the tenth operation. At or 
operation a large portion of her cecum and a large 
portion of the ascending colon were resected—|! 
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don’t kiwow just what for but I presume as an inci- 
dent of the obstructive attacks. The young woman, 
who is a lovable person, will go for three to four 
months wid then have obstruction of a very severe 
type, aid she is now in a private ward recovering 
from one of those attacks. I have looked up all of 
these methods of putting in oil and one thing and 
another with a hope of preventing the adhesions, 
but nothing gives suecess. The intestines are en- 
tirely matted together. There is no normal peri- 
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} 


toneum anywhere, and by sharp dissection we sep-_ 


arate the coils and she has a few weeks of respite, 
and then they form again. I think there are quite a 
few of such eases on record. 


De. Raven Seetye, Springtield: Lam glad that 
Dr. Lahey answered Dr, Tinkham’s question about 
the use of vaseline. 


| 
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’ Desiring to learn to what extent atrophy 
actually would occur after x-ray treatment of 
tonsils, | obtained the eodperation of Dr. Paul 
I’. Butler, who agreed to radiate a series of ton- 
sils which I would later reseet. Dr. Frank B. 
Mallory consented to prepare the resected ton- 
sils and study them microscopically, Dr, Frank 
Richardson generously offered his services 
for anesthesia. 

In order to obtain all possible information 
first hand, Dr. Butler and | went to New York 


and called on Dr. Witherbee, who was at that 


time, and probably still is, the leading authority 
oon the subjeet of roentgen-radiation of the ton- 
sits. 


I have never used it myself. 


] don t know much about it but never had any con- 


fidence in it. [want to emphasize what see:ns to me 
to be the fact that these adhesions which cause trou- 
ble even to the point ot obstruction, Seen to come 
in the milder eases more than in the cases of very 


and outlined his treatment at great length. 


exteusive abdominal inflammation. And it seems to. 
me that is because in the extensive abdominal in- | 


flamiation the intestines are so matted together that 


they become a more or less solid mass and are not at- | 


fected by kinks and twists and bands. 
of it, we will see that most of our cases, even the 


band or kink and not by general intlamimatory mat- 
ting together of the bowels. I don’t want to be con- 
sidered as advising operation on all eases that com- 
plain or present symptoms of intestinal adhesions. 
1 think we should be very careful. 


Dr. C. A. Porter: Have you any answer to Dr. 


ogg question? What would you do in a ease like 
Ls ¢ 


De. Ro IE. Srenyve: 
much as he did. 


I don’t think I would do as 


De. fb. L. Wonr: If she was your daughter, would 


you lot her die? She goes to the point of fecal vom- 


iting, sreat pain, prostration—the usual manifes- 
tation of obstruetion. 


De Sertye: No; would do something there. 


Original Articles. 


If we think | 


Dr. Witherbee was exeeedinely courteous. He 
explained his methods, showed us his apparatus 
He 
further explained how we might proceed with 
the experiments from where the Rockefeller In- 
stitute had left off. For all of which informa- 
tion we felt greatly indebted to him. On our 


return we made our plans to earry on the work 


as he suggested. 
Our patients, with three exceptions, were 


( nurses in private hospitals in Boston or its viein- 
cases of obstruction are apt to be caused by a small. 


ity. The three exceptions came from my private 
practice. 

Dr. Butler radiated a total of 16 cases. From 
all but two of these I resected the tonsils. Of 
the two not resected, one was a woman 65 years 
of age, who considered herself too old to be op- 
erated on. Her daughter was one of the re- 
sected cases, and since the two came to my office 
at the same time and each received the same 
number of radiations, | was able to use one as 
a control case against the other. The second un- 
operated case was a young nurse from one of the 
suburban contagious hospitals. This young 
woman exhibited such a sharp reaction after the 


‘first radiation that | deemed it unwise to allow 
her to proceed in the treatment because of her 


none 
were 
three and some four times. 


his method of radiation. 


A \INICAL AND PATHOLOGIC STUDY 


SUBJECTED TO X-RAY.* 


R. C. BORDEN, M.D., BOSTON. 

‘| 
Wii 
CaS: 


are many eases of diseased tonsils in 

would be desirable to combat the dis- 
without surgical procedure. It 
Wis coped and elaimed that the x-ray would 
Cals shrinking of the tonsil and disappear- 
ance the pathologieal condition. 


*R 
cal, 


the Fastern Section of the American Laryngologi- 
“"orogical and Otological Society, January 27, 1923. 


too healthful environment. The cases 
‘adiated, some once, some twice, some 
After each radiation 
the patients came to my office at frequent inter- 
vals for observation. ‘That you may properly 
understand how Dr. Butler conducted his part 
of the work, | have asked him to present briefly 
Ilis statement is as 
follows: 

“The technique employed is that laid down 


by Witherbee; this has been found the most 


satisfactory. A spark gap of seven inches, ten 
inches distance from tube target to skin, three 
mm. of aluminum for filtration of the softer 
rays, five m.a, of current and a total of four 
minutes’ exposure over each side. The patient 
is laid face down with the head turned on one 
side and the head and the upper portion of trunk 
covered with a sheet of lead, into which a hole 
has been cut sufficiently large to expose the area 
required. Patients as young as six years of age 
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have been treated by this method without difli- 
culty.” 

Lack of time will not permit me to report sin- 
ole eases in detail. From now on L will consider 
the cases as a group and briefly describe to you 
certain unusual clinieal reactions which ap- 
peared after the tonsillar radiations. 

Before radiation, the color of the throats va- 
ried from the pale pink of the average normal 
individual to the intense red which is associated 
in our minds with the hyperemia of acute in- 
Hammation. In two cases the entire throat was 
unusually pale, in two others it was intensely 
red. After radiation the immediate change in 
color was remarkable. It nearly always changed 
from the various shades of red or deep pink to 
pale gray or a very light pinkish gray. The 
most marked change occurred in the anterior 
pillars and mesial surfaces of the tonsils; but if 
the lateral bands and the posterior wall of the 
pharynx had been previously inflamed and red, 
a similar change occurred in then also. Some 
days later a number of the tonsils assumed a 
mottled) gravish color, whieh apparently was 
peculiar to the action of x-ray radiation, | had 
never seen this peculiar mottling come from 
any other source. In a certain number of the 
eases the throat assumed peeuliar striped 
appearance due to single blood vessels of some 
size running more or less parallel to each other 
in addition to the gray mottled color. 

The size of the tonsils before radiation was 
of no special importance. In only six cases 
could they have been called really enlarged. In 
none of them were the tonsils particularly small. 
Twenty-four hours after radiation it was not 
difficult to make one’s self believe they were 
smaller. [ can now read between the lines of 
my records which were written nearly a year 
ago and find there proof that my enthusiasm at 
that time influenced my judgment, Mature con- 
sideration and greater experience have taught 
me to be more impartial, and I ean truthfully 
state that in but few eases did the size very 
materially decrease so far as the entire tonsil 
was concerned, It was true, however, that not 
infrequently one tonsil did seem to decrease 
more than the other, especially in the superior 
lobe. Undoubtedly there was some shrinkage 
on the free border and external surfaees which 
gave the appearance of a smaller tonsil, but in 
reality [am quite sure no real diminution in size 
occurred, The question of surface shrinkage 
will again be discussed connection with 
changes between the anterior pillar and the ton- 
sillar capsule. 

In a majority of my series of eases there oe- 
curred a swelling of the base of the tonsil. This 
symptom was present in considerably more than 
oO per cent. of them. You will doubtless be 
surprised to hear that in many of the cases at 
the time of operation the tonsils were found to 
be not smaller, but definitely larger. Further- 
more, in looking back over my experience with 
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these cases, tuink can truthfully say that 
the more they were radiated the more the deeper 
parts of them were enlarged. ‘This was one of 
the reasons why I stopped the radiations after 
eiving four. In the cases radiated three and 
four times, the bases of the tonsils mushroomed 
out so far behind the pillars that it bothered me 
somewhat to tighten the snare wire around them 
without injury to the pillars or uvula. 

After radiation, sensation of the tonsils seemed 
io be decreased. The most timid of the patients 
then allowed me to probe and otherwise examine 
their tonsils without showing evidence of dis- 
comfort. Naturally, | did this as carefully and 
vently as possible, but I did not hesitate to make 
use of this remarkable opportunity to determine 
any unusual conditions should they be present. 

Writers on x-ray and radium treatment for 
the removal of tonsils emphasize the fact that 
after radiation the erypt mouths are unusually 
open, In six of my eases this symptom was 
prominently present. To the best of my knowl- 
edge, this symptom occurs as the result of a 
limited amount of shrinking which takes place 
within the mesial surface of the tonsil and 
causes the erypt mouths to evert at their ex- 
treme ends only. I further believe that it has 
no surgical importance regarding free drainage 
from the crypts. This statement is based on the 
fact that free pus was found in a considerable 
number of tonsils having open crypt mouths, In 
the two most diseased tonsils of the series the 
mouths of the erypts were specially everted. 

Perhaps the most striking feature which oe- 
curred in my series was the action of radiation 
upon the anterior and posterior pillars of the 
palate. In one ease, 48 hours after x-ray, a dlis- 
tinct cleft appeared between the anterior pillar 
and the tonsil. From day to day for a while this 
cleft grew wider. Finally, it appeared as if the 
tonsil had split away from the anterior pillar 
leaving part of the tonsil attached to the pillar. 
This puzzled me quite a bit. I could not under- 
stand what had oceurred, since I could see no 
reason for one part of the tonsil to separate 
from another. Finally it dawned upon me that 
part of the tonsil had not separated from itself, 
but that the plica triangularis and anterior pil- 
ar had separated from the body of the tonsi!. 
Now realizing just what had oeceurred, [ stud- 
ied this phase of the situation with the keenest 
interest. It was with great satisfaetion that | 
saw this separative action enlarge from day to 
day. Finally, in this and in other eases, the 
cleft became so wide and open that the entire 
anterior pillar could be lifted back to its fullest 
extent with the greatest ease, causing no dis- 
comfort to the patient. It was at this time that 
I was able to study the condition of the base of 
the tonsil and to note its swollen, watery ap- 
pearance. The separation of the anterior pillar 
was not all that happened. Gradually a similar 
action began in certain cases wherein the poste- 
rior pillar separated from the posterior surface 


} 
I 
t 


G 
| 
| 
| 
| 
| 
| 
| 
| 
} 


TONSILS SUBJECTED 


of che tonsil, leaving a deep white-walled sul- 
eus. tlie sides of which corresponded to the cap- 
sile of the tonsil in front and the pesierior pillar 
behind. This oeeurred in the sixth ease thiee 
davs after radiation, but in another ease it did 
not appear until 35 days after radiation, In 
the ninth case, whieh had been radiated but 
once, separation of the posterior pillar was not 
apparent until the time of operation, and even 
then only when the thin plica was incised over 
its posterior border. It was then apparent since 
the tonsil was large and the separative cleft deep 
and noticeably white. It oeeurred only on one 
side of the throat, the other tonsil being adher- 
ent to the posterior pillar. Furthermore, the 
cleft appeared on the side of the more diseased 
tonsil, which was filled with vellow pus. 'n two 
cases the separation about the tonsil was so ex- 
treme that | was able to pass a good-sized probe 
around the superior lobe. There were two cases 
in Which no separation of the pillars occurred. 
In both, the anterior and posterior pillars were 
everywhere tightly adherent. One was x-rayed 
once, the other four times. In the eleventh case 
the anterior pillar covered the anterior surface 
of the tonsil and radiation had no effect on it 
at all. This ease will later be deseribed as the 
most troublesome of all at the time of operation. 
Curiously enough, however, in this ease radia- 
tion immediately cured a troublesome cough of 
lone standing. 

Another remarkable phenomenon connected 
with the radiation of tonsils in my series was a 
certain unusual smoothness which took place on 
the mesial surfaces of certain of the tonsils. Such 
tonsils had an appearance not unlike the round- 
ed ends of an uneooked sausage. Both the color 
and the texture resembled the sausage. This 
pectiliavity was unilateral and was in marked 
contrast to the fellow tonsil on the opposite side. 
Such a tonsil appeared more retracted than the 
Opposite one and in every way it seemed to be 
mos! innocent and inoffensive. Such, however, 
Was tar from being true. In practically every 
this particularly innocent and meek- 
appearing tonsil was found, on operation, to be 
fille’ with pus or cheesy débris. Qne_ partiec- 
arly smooth tonsil burst from the pressure of 
the erasping forceps. As previously stated, a 
nunoor of the smooth-surfaeed tonsils had un- 
Usually large erypt mouths. 

li) contradistinetion to the smooth surfaced 
tonsil was the exaet opposite condition in which 
the mesial surface of the tonsil appeared irreg- 
ular or knobby. What had taken place in this 
even! T am unable to explain. It apparently 
had no speeial significance, at least none that | 
ha « been able to note thus far. 

'n four cases a marked horizontal cleft ap- 


peared at the junetion of the upper and the 
a ‘le two-thirds of the body of the tonsil. This 
lac 


Special significance in that a fold of the 


Plica triangularis not infrequently turns in at 


this point and penetrates into the body of the 
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tonsil for a greater or lesser distance. For this 
information Lam indebted to Dr. Harry Barnes. 

During the time of observation two cases de- 
veloped coryza. Both were subject to more or 
less sore throat at sueh a time. Both claimed 
to have soreness in the throat, but in neither, so 
far as | could observe, did any redness develop 
in or about the tonsil. The corvza was not due 
to radiation, but to the natural causes of coryza. 

After the second, third and fourth radiations, 
three cases showed more or less reaction in the 
tonsils or the glands in the neck, In neither 
ease, however, did anything serious occur, and 
the reaction soon passed. 

I am well aware that many of you will say | 
did not carry the work far enough, and that the 
number of radiations required to produce 
atrophy in the tonsils is eight or more. Wither- 
bee has already made a similar publie eriticism 
of my work. In answer to such eriticism I will 
state I have been unable to find anything in the 
literature on the subjeet which will definitely 
prove that eight radiations will produce any 
more lasting change in the tonsil than will one. 
Dr. Lahey, an authority on goiter, told me he 
had within a week removed a thyroid which had 
been x-rayed 18 times. When removed, this 
particular thyroid showed no apparent change 
as a result of the 18 radiations. Dr. Butler tells 
me there are cases on record of tubercular glands 
which have been radiated as many as 140 times. 
There are other reasons why I stopped the ra- 
diations. First, the patients became uneasy ; 
knowing they were to be operated upon they 
were anxious to have the operation over. One 
of them said to me, ‘* Please, to stop fooling and 
eo ahead and do something worth while.’’ See- 
ondly, | did not care for the appearance of the 
throat of several of the eases which had been 
radiated more than twice. Thirdly, operating 
erew more difficult as the number of radiations 
increased, because of the swollen edematous 
bases of the tonsils. Fourthly, the patients, al- 
most without exception, were not showing any 
systemic improvement as a result of the radia- 
tions, (Case 1, who had a semi-aeute middle ear, 
Was the one exception to this statement. ) 

When the various cases came to operation, [ 
had, except in one or two instances, a delightful 
experience. With the superb anesthesia ren- 
dered by Dr. Richardson, I was able to observe 
and to explore to my heart’s content, Much of 
the dissection had already been done by the 
x-rays, and hemorrhage was usually absent. 
The time of operation was materially shortened. 
‘To emphasize how easy the operating was in cer- 
tain eases, I will state that Case 6 took but nine 
minutes, including the ether induction and re- 
moving patient from the operating room. Two 
eases bled considerably in spite of radiation. In 
Case 12 no bleeding occurred at all which re- 
quired sponging until the base of the second ton- 
sil was separated by the snare wire. Then a pul- 
sating hemorrhage of moderate degree imme- 
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diately followed. This vessel was snapped for | statement to me his findings may be summed up 
a minute or two and no further bleeding oe-|in three words—'‘ Absolutely no change.’’ His 
eurred. Case 4 bled profusely from start to fin-| technique report is as follows: 

ish of the operation, requiring almost constant) ‘‘Examination of 14 pairs of tonsils shows 
sponging. However, this was an unusual case. varying degrees of chronic inflammation present 
This woman had had so-called ‘‘black small- in all of them, In five different cases one or 
pox’? in her home at Alexandria, Egypt. She| more colonies of actinomyces-like organisms are 
was very ill for many weeks and had never fully | found in erypts of one of the pair of tonsils 
regained her health. In spite of the hemorrhage | surrounded by masses of lymphocytes. 

which oceurred in this case, | have much to be “The erypts of some of the tonsils contain 
thankful for. When the first tonsil came away | mases of cornitied epithelial cells; others contain 
I found | had uncovered a very large blue mass | either a moderate amount or none at all. In one 
which exactly resembled the lateral sinus in the |erypt of one tonsil a collection of polymorpho- 
mastoid region, This undoubtedly was a blood | nuclear leucocytes is present, forming a minute 
vessel of tremendous size for this locality. Case | abscess. 

11 bothered me most of all. The tonsils were of | **The layer of pavement epithelium lining the 
the type whieh | think you will all agree are jerypts is sometimes very thin, due perhaps to 
the meanest of all tonsils to remove, The body |stretching as a result of enlargement of the 
of the tonsils were so adherent to the constrictor | tonsils or dilatation of the crypts. It is usually 
muscle that there was no give to them when | infiltrated with lymphocytes and occasionally 
traction was applied. (‘These were the tonsils} with polymorphonuclear leucocytes, 

referred to earlier in this paper.) The anterior} ‘'The lymphoid tissue shows no changes be- 
and posterior pillars were tightly adherent so}yvond hyperplasia. The germinal centers are 
that dissection was also diffieult. The snare|numerous and mitosis is fairly active. 

wire cut through the first tonsil, leaving a large} ‘*The lymphatics around all the tonsils contain 
mass at the base still in place, requiring the use| lymphocytes, usually in abundance and often in 
of a second wire, In spite of the operative diffi- | great numbers. 

culties encountered, however, there was seareely|  ‘‘The histological picture in all the tonsils is 
any bleeding, which is a splendid tribute to the|that of a mild chronie inflammatory process 
hemostatic properties of the x-ray radiation on| with hyperplasia of the lymphoid elements.’’ 
tonsils. <A third case bled from a single vein on 
the posterior pillar, which was snapped for a} The question now arises, ‘‘Is tonsillar radia- 
few moments; otherwise this case had no bleed-| tion worth while?”’ 

ing. The bleeding in this particular case was 
quite spectacular since the blood was trickling 
down the pillar in a single stream in an other- 
wise perfectly dry throat. 

With the exceptions of the three cases just 
deseribed, the lack of bleeding was truly remark- 
able. In six or more of the operations no 
sponges were used at all. Having had this un- 
usual and valuable experience, [ am convinced 
that the average operation on the tonsils ean be 
done in a practically bloodless way. To obtain 
such desirable results two thines are necessary, 
namely, improved technique and a proper prep- 
aration of the operative field. Of the two, I be- 
lieve the latter is the more important and mueh 
the more neglected. 

In the majority of cases after operation, re- 
covery was unusually rapid and free from dis- 
comfort. One ease (Case 9) healed very slowly 
but | think radiation had little or nothing te do 
with that. Several of the younger cases Were | Roentgen treatment be eiven by a roentgenolo. 
most spectacular in their recoveries. gist. The equipment required is quite expen- 

In two cases moderate-sized clots were found sive, highly technieal, and very dangerous i” 
between the pillars 24 hours after operation. No unskilled hands. The dangers should be fully 
bleeding was noticed during the 24 howrs nor appreciated, and these dangers are well known 
did any occur later, to every roentgenologist of experience. 
After the tonsils were removed they were pre-! danger comes from two sources, the electric’ 
served in 10 per cent. formalin solution and cireuit and the x-ray activities. The patie’ 
later sent to Dr. Mallory’s laboratory at the | must be protected from the possibility of an) 
Boston City Hospital. After due time Dr. Mal-| electrical contact with the tube or wires; air be- 
lory reported his findings. To quote his own|ing the best insulator, the tube terminals are 


If it did not require expert knowledge and 
costly apparatus, the public might be educated 
to the point where we should radiate all chron- 
ically inflamed throats prior to tonsil opera- 
tions. At the present time, however, radiation 
presents a peculiar psychological problem. Few 
patients desire both radiation and operation. 
They may be willing to undergo either one or 
the other, but at both they not unnaturally balk. 
Moreover, comparatively few physicians at the 
present time are willing to recommend x-ray ra- 
diation for fear that ultimate harm may result. 
This is a fortunate attitude of mind for the 
medical profession to adopt, sinee few of ther 
realize the real dangers of radiation. That you 
may have this important information first hand, 
| have asked Dr. Butler to briefly outline these 
dangers and he has prepared the following stat+- 
ments: 

“Tt is essential, for many reasons, that the 
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always kept at a greater distance from the pa- 
tient than the length of the spark gap used 
(seven inches in this ease). Adequate protec- 
tion against x-ray burns also must be provided; 
this is accomplished by proper filtration and 
eareful regulation of the dosage. No ease should 
require treatment sufficient to give even an ery- 
thema. It was thought at one time that the 
lower portion of the parotid gland (which is 
included in the treated field) might be damaged 
but experience has not borne this out. If an 
erythema dose is given—which is never required 
—the effects are seen on the skin first and not 
in the throat, and this should be clearly under- 
stood by the laryngologist. The thyroid is pro- 
tected by the sheet lead and does not receive any 
‘radiation when the method is properly em- 
ployed. Too prolonged a treatment results in: 
first. an erythema, later tanning, and if’ still 
further carried on, telangiectases might be in- 
duced. A small bell ean be held by the patient, 
so thot if the position becomes eramped or 
otherwise too uneomfortable during the treat- 
ment, the ringing of the bell will notify the 
operator to shut off his power and relieve the 
patient for awhile. This is rarely needed. as 
the exposure lasts only four minutes, but is a 
method quite generally employed by careful 
men. Of course, the operator should remain 
outside the room or at least behind a lead-lined 
hooth, for the greatest danger is to the man who 
is constantly being exposed to the activities of 
the x-ray.”’ 


CONCLUSIONS. 


Fourteen cases of diseased tonsils x-rayed. 


from one to four times failed to show any elin- 
ical or pathologieal changes as a result of the 
radiation, except as follows: 

During the times the radiations were being 
giver: many of the tonsils seemed to be smaller 
and more normal in appearanee, but when sub- 
sequently removed by dissection no real change 
In size appeared to have taken place. 

Alter radiation many of the tonsils appeared 
to be normal in size and color, but at the time of 
Operation a number of them were found to be 
fille! with pus or cheesy débris. (I regard this 
to be the most important information gained 
fro our work in this series of cases.) 

_ As « method of reducing bleeding and assist- 
Ng cissection at the time of operation, radiation 
Is useful, 

diminishing overseeretion from the mu- 
Cols surfaces of the throat it decidedly de- 
creose’ the possibility of postoperative pneu- 


or lung abscess following throat opera- 
ions. 


_ ln cases wherein diseased tonsils may be 

Jisily suspected of producing secondary infee- 

lions in the joints, heart, kidney or other im- 

Portant organs, x-ray radiations are inadequate. 
Commonwealth Avenue. 
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PROMPT ACTION OF RADIUM RADTA- 

TIONS IN THE TREATMENT OF SMALL 

OR LARGE INFECTED TONSILS AND 
LINGUAL TONSILS. 


BY FRANCIS Hf. WILLIAMS, M.D., BOSTON, 


THe readers of the JouRNAL will be inter- 
ested to learn that my experience shows that 
improvement in the general condition of the 
patient usually follows radium treatment of 
infected tonsils within one or two days, the im- 
provement being more marked if the systemic 
symptoms are acute, and that the time required 
to reduce the size of the tonsils differs consid- 
erably, some yielding much more readily than 
others. The former are easily distinguishable 
from the latter. Usually L now give the former 
about four treatments at intervals of about two 
weeks, the length of exposure being varied ae- 
cording to the needs of the case. The method 
is harmless,* and its use during two years has 
been so satisfactory that in my opinion the facts 
concerning both radium treatment and _ tonsil- 
lectomy should be earefully weighed before sub- 
jecting adults, especially those who have tonsils 
that vield readily, to an operation that entails 
much discomfort and sometimes great danger. 

Lingual tonsils are accessible to radium treat- 
ment, but are difficult to operate on, as is well 
known. When large, the relief afforded by ra- 
dium is most grateful to patients who have suf- 
fered for a long period from a sense of fullness 
in the throat and a persistent cough. 

Radium is, of course, useful for the treatment 
of adenoids and also for the lymphoid tissue on 
the pharyngeal walls and in connection with 
affections of the middle ear and around the 
Kustachian tubes. 


*Seo Boston MED, AND SukG. Jour., Sept. 14, 1922. 


NON-TUBERCULOUS PULMONARY 
ABSCESS.* 


BY WYMAN WHITTEMORE, M.D., F.A.C.S., BOSTON, 


Some weeks ago [ was called in consultation 
to see a ease of lung abscess. The patient was 
a spinster of about 50, who had a definite ab- 
seess of the lung, but who seemed to be doing 
well and did not require an operation at that 
time. When we went down stairs and told her 
father what her condition was he asked if I 
was going to operate upon her. The medical 
man immediately replied that we never oper- 
ated upon these cases except as a last resort. 
This is contrary to what I believe should be 
true. There is always some time during the 


*Read before the Springfield Academy of Medicine, October 10, 
1922. Read before the Waltham Medical Club, December 7, 1922. 
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patient’s sickness when it is fairly safe to do 
an operation, but if it is undertaken when he 
is so sick that it is done as a last resort it will 
merely hasten his death. 

The cases that L shall speak about tonight: 
range over the last five or six years, mostly at 
the Massachusetts General Hospital, and are 
those of which | have either had charge or have 
seen in consultation. I have looked back over 
the last ninety-seven cases that | have had and 
have thrown out eleven of these as I believe 
there is some question as to the exact diagnosis. 
This leaves eighty-six cases in which I do not 
think there is any question but that the diag- 
nosis of lung abscess is correct. It should be 
remembered that statistics from different clinics 
will vary considerably and it is not surprising 
to find that in one clinie such as that at the 
Massachusetts General Hospital there are more 
cases of upper lobe abscesses than lower lobe, 
whereas, at some other clinic, such as the 
Mayos’, there appear to be more lower lobe ab- 
scesses than upper. 

It is very important to make a correct diag- 
nosis before the operation is undertaken be- 
cause the prognosis is very different when one is 
dealing with a bronehieetasie condition than i 
is with a lung abscess. In the latter there is 
good reason to believe that drainage will pro- 
duee a cure of the condition, whereas drainage 
of a bronchiectasic cavity, although it may re- 
lieve the septie condition temporarily, will 
never produce a cure, 

The diagnosis can be made previous to opera- 
tion in a great majority of cases by close eo- 
operation between the medical man, surgeon, 
x-ray department and laboratory. The surgeon 
who is going to do thoracie surgery should be 
in a position to make his own diagnosis. 

Eliology: In my series of eighiy-six cases, 
61°, were directly preceded by some operation 
on the upper respiratory tract done under a 
eeneral anesthetic. There were 35 cases follow- 
ing tonsillectomy (40°), one ease following re- 
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is a possibility. There are three main theories 
as to how a lung abscess is produced from a 
tonsillectomy: (1) infeetion through the lymph- 


aties, (2) septie infarct from tonsils, (3) aspira- 


ition of septie material from the tonsils. It 
seems to me that the first two may be immedi- 
ately dismissed from consideration except that 
in a rare instance the abscess may be produced 
by infaret from the tonsils. My belief is that 
these eases are caused by aspiration, and the 
fact that in the cases at the Massachusetts Gen- 
eral Hospital there are more upper lobe than 
lower lobe abscesses does not disprove this state- 
ment beeause, although the septic material is at 
first aspirated into the bronchus leading to the 
lower lobe, the cough produced from the irrita- 
tion of this material forces it up into the 
bronchus leading to the upper lobe. 

The next most common cause of abscess is 
bronecho-pneumonia. There were thirteen of 
these cases and only two from lobar pneumonia. 
This seems to be about the same proportion as 
that found in other clinies and it appears to be 
an undisputed fact that abseess of the lung sel- 
dom follows lobar pneumonia. “There were 
three cases due to septie infaret. A factor in 
the etiology that it is well to bear in mind is 
that abscesses of the lung may be produeed 
from the extension of the infection from out- 
side the lung—for example, from subdiaphrag- 
matic abscess and abscess of the mediastinum. 
An empyema that ruptures into the lung and 
bronchus, producing purulent expectoration, 
must not be confused with abseess of the lung. 
It seems strange that such an empyema does not 
produce a ling abscess more often than it does, 
but in my experience this has oeeurred very 
rarely. Foreign bodies, such as teeth and pea- 
nuts, that are inhaled into the bronchus, may 
produce abscesses of the lung, but these cases 
are usually promptly cured when the foreign 
body is removed with a bronchoseope. I have 
never found an actual foreign body in any ab- 
SCeSS Cavity. 

Age: Abscess of the lung seldom occurs un- 


moval of adenoids, nine eases following extrac- 
tion of teeth, two cases following operations for 
septic sinus and one ease following operation 
for the correction of a deviated septum. Out 
of this total | had only one case that had been 
operated upon by a nose or throat specialist. It 
seems only fair to state that out of the thou- 
sands of tonsillectomies that are done through- 
out the country the percentage of these eases 
that are followed by such a complication as lung 
abscess is exceedingly small. In this series there 
has been no case in which an operation was done 
under local anesthesia. This facet seems to point 
toward the conclusion that abscesses of the lung 
are more frequent when tonsillectomies are done 
under a general anesthetic than when done un- 
der local. Towever, a few cases have been re- 
ported, following tonsillectomy done under a 


local anesthesia, and we must remember that it | 


der ten years of age. The period of life in 
which abscesses are most common is during the 
years between twenty and forty. Recently |! 
had an exception to the rule in an infant twelve 
months old who had a lung abseess, the etiology 
of which seemed to be a broneho-pneumonia. |i 
seems to be a fact that lung abscesses in children 
seldom require operation. 

Situation: Abscess due to aspiration in this 
series was more common in the upper lobe than 
in the lower lobe in the ratio of about two to 
one. In 72 cases there were 43 abscesses situ- 
ated in the upper lobe and 29 in the lower. 
These figures vary considerably from the figures 
of other clinies. In 1919 Hedbloom reported 48 
cases from the Mayo Clinic, in which 10 were 


of the upper lobe and 32 were of the lower. In 
(1922 Lockwood reported 42 eases from the same 
clinic, 17 of which were in the upper and 22 
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in the lower lobe. In 1920 Hartwell reported 
50 cases. 2) were in the upper and 22 in the , 
lower, and in 1914 Seudder reported 16 cases, 
8 being situated in the upper and 8 in the lower 
lobe. 

Autopsy records at the Massachusetts General 
Hospital show that im the majority of eases the 
abscess is situated in the periphery of the lung. 
and also in a majority of cases the lung and | 
costal-pleura are adherent. In a series of 30 
autopsies the Abscess was found in the periphery 
of the lung in 28, and in a series of 35 autopsies 
the lung and pleura were adherent in 30 cases. 

Diagnosis: It seems to me that a great deal 
of emphasis should be laid on the importance of 
taking the history of the patient. In many in- 
stances a carefully taken history will point very. 
strongly to the correct diagnosis. It has been 
my experience that this is often a very difficult: 
thing to get, particularly in hospital patients of 
foreign extraction. In many instances the pa- 
tient has had some lung infection extending 
over a long period of time and just what the 
illness was at the onset of his trouble he does” 
not know and he remembers very little about it. 
In most cases of lung abseess the starting of the 
process is an aeute condition. For example, 
when an abscess follows tonsillectomy, there is 
pain in the chest; a rise in temperature and 
signs of pneumonia develop in a few days. This 
is followed by cough and expectoration of foul 
sputum. In bronchiectasis the onset is never 
acute, but is slow and gradual with no definite 
heginning. 


The sputum may vary very greatly in amount. 
The quantity may range from 14 ounce to 25-30 
ounces in 24 hours. and it may be fetid or not. 
Streptocoeei, pneumococci, staphylococci, 
influenza bacilli are the most frequent organ- 
isms found. When elastie fibers are discovered 
this evidence points more towards a lung ab- 
scess than a bronchiectasis, but unfortunately 
elastic fibers are not always found. In this. 
series they have not appeared oftener than once 
in three cases, The sputum should be examined 
many times by an expert before operation is un- 
dertaken. Tuberele bacilli should be diligently 
hunted for. If at any time the influenza bacil-. 
lus is overwhelmingly predominant I believe 
that the diagnosis will prove to be a bronchiec-. 
tasis condition rather than a lune abscess. 
When the sputum shows that there is only one. 
Organism, as for example, pneumococci, or | 
Strepiococei, this evidence points more towards, 
an empyema that has ruptured through into | 
the bronchus than to a lung abscess. It is pos- 
sible. however, to have a sputum that contains 
only streptococci and this may have originated 
from 2 pulmonary pyemic condition. 

The x-ray may be said to be the most impor- 
fant «xamination, for in many instanees it makes 
the diagnosis, and in all eases it localizes the 
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watched so that if at any time the patient is not 
making a satisfactory convalescence, operation 


lly. 
amount of foul sputum and the patient shows 
obvious signs 


Process more accurately than any other exami- 
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nation, this localization being of the greatest 
value to the surgeon in contemplating opera- 
tion. <Abseesses situated in the periphery of 
the lung showing a fluid level are much more 
iavorable for operation than those situated near 
the root of the lung. It has been my experi- 
ence that in abscesses situated near the root of 


the lung there is seldom any fluid level seen 


either in the x-ray plate or by the fluoroscopic 


examination. 


The physical examination is frequently a dis- 
appointing one. The most common findings are 
dulnes and rales and occasionally there is a 
case In which there are no physical signs. The 
classical signs of amphorie breath, tympany on 
percussion, ete.. are often absent. Some sur- 
geons believe that those cases in whieh there 


are no physieal signs and in which the diagnosis 


is largely based on x-ray examination are mote 
apt to clear up without operation than those in 
which there are definite physical signs. I see 
no reason to believe that this observation is 
correct. 

Abscess of the lung should be differentiated 
from tuberculosis, bronchiectasis, broneho-pneu- 


monia, malignant disease, perforating empyema 
and benign tumors of the lung and pleural eav- 


ity. It is well to remember that a bloody, pussy 
sputum may occur in malignant disease when 
it is breaking down. 

Operation: Each case must be decided on its 
merits. Each ease should be carefully 


inay be undertaken. No definite rules can be 
laid down. If the sputum is not foul, nor the 
amount over 14 ounce in 24 hours and there is 
no evidence of any sepsis, there is no reason to 
suppose that operation must be done immediate- 
If, on the other hand, there is a large 


of sepsis, operation should be 
done, regardless of how long the process has 
been going on. As I pointed out before, the 
cases in which the abscess is situated close to 
the periphery, and in which there is a fluid 
level, are more favorable for operation than 
those deeply situated. If there isn’t any im- 
provement after three or four weeks, or if at 
any time the patient’s condition becomes worse, 
surgieal interference should be strongly con- 
sidered. It is well to remember that in delay- 
ing operation there is always some danger of 
such complications as septicemia, pyemia and 
brain abscess. Several vears ago a man of 50 
had an abdominal operation at the Massachu- 
setts General Hospital and following this de- 
veloped pneumonia and an abscess in his right 
lung. In trying to persuade him to have the 
abseess drained I mentioned the fact that if he 
were not operated upon there was some possi- 
bility of his developing a brain abscess and dy- 
ing from it. In spite of this he refused and it 
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was interesting, from my point of view, to 
that within two weeks he developed all 
symptoms of a brain abscess and died, the 
topsy confirming the diagnosis. 

There seems to be a considerable amount of 
difference of opinion as to the number of cases 
that spontaneously recover, The largest per- 
centage of recoveries under expectant treatment 
that | have seen is that reported by Lockwood 
in 1922, which showed that out of 27 cases, 16 
were in good health. In this series of 86 cases 
11 recovered spontaneously (1000). In Lord’s 
100 eases only 7 spontaneously recovered, 

There will always be a certain mortality fol- 
lowing operation in these cases and it will vary 
somewhat according to the kind of case present- 
ed for treatment. It may be that one surgeon 
will have a large number of cases, most of which 
are situated in the periphery of the lung and in 
which the ling and costal-pleura are adherent 
when operation is undertaken. On the other 
hand, it may be the expereince of another sur- 
eeon that most of his cases are situated around 
the root of the lung, which is not adherent to 
the eostal-pleura. It seems to me that there 
ean be no question but what the surgeon whose 
eases are situated in the periphery of the lung 
will have the lower mortality. The lowest mor- 
tality in any series that [ have seen reported is 
in Lord’s, in which out of 62 cases operated 
upon only six died (9%). I am inelined to 
think that Lord was too kind to the surgeons 
in going over his cases. In my own cases, out 
of 52 operated upon eight died, showing a mor- 
tality of 15%. 

It is discouraging in the surgical treatment 
of these cases that the convalescence takes such 
a very long time. The patient will perhaps have 
a brilliant convalescence while in the hospital, 
lasting over a period of 4-6 weeks, at the end 
of which time his general condition has changed 
from being a seriously septic one to a compara- 
tively healthy one. He has gained in weight, 
his temperature has been normal for several 
weeks and his cough has ceased, although there 
still may be a shght discharge from the sinus. 
Yet, in spite of this improvement, we have found 
that if the drainage tube is removed at this time 
and the sinus allowed to close there will be a 
recurrence in the majority of cases. Therefore, 
it is necessary to plan from the beginning of 
the surgical treatment to continue drainage for 
a long time, Lockwood reports that the dura- 
tion of treatment in the hospital at the Mayo 
Clinic averages 44 days and that the patients 
usually have been obliged to quit their oceupa- 
tions for 13.75 months. 

It seems true that in a large number of cases, 
particularly chronic ones, the simple drainage 
procedure used fails to cure the condition as 
promptly as we should like to have it, but in 
many instances as long as the sinus persists so 
that a few drops of pus drain out each 24 hours, 


the patient’s condition remains excellent. If, 
on the other hand, the sinus closes too soon or 
the resistance of the patient is lowered from 
some cause, a recurrence or an exacerbation of 
symptoms will almost surely follow. 

During the last few years surgery has made 
certain definite advances in the treatment o' 
these cases (1) the exact diagnos” ~»recedin,. 
operation is made much better ths). cormerly, 
(2) the loealization of the abscess is More ae- 
curately determined, chiefly throigh | more in. 
telligent reading of the x-ray; ‘ — the sign 
pointing to the localization of t' abscess as 
they present themselves at opera icn are more 
intelligently interpreted, (4) the operative tech- 
nique has been greatly improved largely 
through the use of local anesthesia. 

Operation: There can be no question but 
what local anesthesia is the best anesthetie to 
use. | feel very sure that certain cases of my 
own in which the operation was done under a 
veneral anesthetic several years ago, and who 
died, would have made a good convalescence 
if operated upon at the present time under a 
local anesthetic. When, for some reason, local 
anesthesia cannot be used gas oxygen is the best 
one to use. Local anesthesia may be used in 
two ways: (1) loeal blocking of the intercostal 
nerves, at the site of operation, and (2) para- 
vertebral anesthesia. When the latter is used 
one may operate just as rapidly and in the 
same way as if the patient were under a gen- 
eral anesthetic, and to my mind it is one of the 
most brilliant techniques used in local anes- 
thesia. I believe that to safeguard the patient 
it is necessary to have some form of differential 
pressure anesthesia at hand in ease it should 
become necessary to use it during the operation. 

There can be no question but what the old 
two-stage method of operating upon these 
cases is the safest, but unfortunately in using 
this method as a routine procedure in certain 
cases the abscess cavity will not be found. In 
this method a window in the chest wall is opened 
down to the pleura. Then the lung and pleura 
are made adherent there by suturing the lung 
to the pleura or by packing gauze against the 
pleura and leaving it for a few days. I believe 
there is too much danger of making a pneumo- 
thorax to suture the lung and pleura and_ it 
does not seem necessary to do this, as packing 
gauze against the pleura will produce exactly 
the same effeet. At the second stage if the 
abscess is situated directly beneath this field, 
which has been made adherent, it ean be readily 
opened and drained. On the other hand, if the 
abscess is not in this position the chances are 
that it will never be found, as the field through 
which the surgeon may go is a very limited one. 

It is necessary in my opinion to find the ab- 
scess at the first operation. This is accomplished 
by a careful inspeetion of the pleura and palpa- 
tion through the pleura. If the approach to the 
abscess has been correct the pleura will be found 
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thickened, grayish white and firm. 
other hand, if this approach is not the correct 
one the lung will be seen moving up and down 
beneath a normal pleura with each respiration. 
In this ease the incision should be enlarged and 
one or more ribs further resected, and again 


the pleura should be inspected and palpated. 
As we kr w, ina large majority of cases the 
lung ar 


eura are adherent, and in these in- 
stanees we should be able to find the adherent 


area. Heewever, in a small pereentage no ad- 
herent ar 


~ will be found, and then some form 
of differe ial pressure anesthesia should be 
used and tn: pleural cavity opened. The lung 
should be palpated, the abscess localized, and 
the region of the lung in which the abscess is 
situated should be brought up to the chest wall 
and sutured there. Gauze packing should also 
be used in order to hasten the formation of ad- 
hesions. After three or four days the abscess 
ean safely be opened. If, for any reason, it is 
decided that the patient’s condition is such that 
Waiting several days before the abseess is opened 
is not warranted, it may be drained at onee, but 
in at least 50 per cent. of sueh eases an empy- 
ema will complicate the eonvalescenee. 

There are two proofs of finding the abscess: 
(1) actual pus is seen after opening into it; 
(2) no actual pus is seen but the operator is 
greeted by a blast of foul air, which has ex- 
actly the same odor as the patient’s breath. If 
this area is drained pus will be found eoming 
out within 24 hours. If the surgeon’s sense of 
touch has been edueated well it is a simple mat- 
ter for his fingers to reeognize the facet that it 
has gone through inflammatory tissue and has 
suddenty broken into the abscess cavity. 

At the Massachusetts General Hospital we 
have trie] many different ways of draining these 
cavities, and from our experience feel that the 
best method is the use of a very soft rubber 
Hihe surrounded with gauze. After a few days 
the position of the tube should be changed once 
each 24 hours in order to avoid the danger of 
having the end of the tube uleerate through into 


a large vessel and thereby produce a fatal hem- 
orrhage, 
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On the|technique in operations on teeth, tonsils, ade- 


noids, ete, 

2. It seems possible to make a definite diag- 
nosis In most eases before operation. 

3. If there is not any improvement in three 
or four weeks, operation should be carefully 
considered. | believe that the chanees for a 
permanent cure are much better if the patient 
is operated upon as a subacute case rather than 
delaving surgical treatment until the eondition 
beeomes chronie. 

4, The mortality will vary according to the 
kind of case presented for treatment, 

». It seems fair to give each patient a chance 
to cure himself by postural drainage and build- 
ing up of his general condition before operation 
is advisable. But, if at any time the patient’s 
condition ceases to improve or becomes worse, 
operation should be performed. 
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PROGRESS IN PEDIATRICS. 
BY JOHN LOVETT MORSE, A.M., M.D., BOSTON. 


PYLORIC STENOSIS IN INFANCY. 


Pathology.—Wollstein has verified the find- 
ings of previous observers as to the pathology 
of this condition. She found that the changes 
are limited to the submucosa and the eireular 


It secms to me that the only abscess that can | museular coat. The mucosa is unchanged. The 


be considered cured is one in whieh after the 
treatinent is finished there is no longer any ecav- 
ity, Jor the reason that if there is a eavity left 
behind there will probably be a reeurrence 
sooner or later or some other symptoms such as 
tally a mild hemorrhage will appear. 
Nhe only way in whieh the abscess eavity may 
become obliterated is by the formation of sear 
Ussiie and this takes a very long time. It is 
necessiry, therefore, to drain the acute eases for 
five 19 six weeks or longer and the chronic ones 
indefinitely, 


SUMMARY. 


Many eases could be avoided by better 


absence of any evidences of an inflammatory 
lesion of the mucosa shows that the vomiting is 
entirely mechanical. The submucosa is often 
edematous, and thus appears wider than usual. 
The cireular muscular coat is often two or three 
times thicker than normal. The increase in 
thickness is due simply to a larger amount of 
musele tissue in the cireular eoat. The con- 
nective tissue between the muscle cells is not 
increased or thickened. The serosa is normal. 
She found that the normal thickness of the 
pylorie circular muscular coat in babies under 
three months is not over 2.5 millimeters, with 
an average of 1.6 millimeters. The hypertro- 
phie pylorus varies from 3 to 7 millimeters In 
thickness, with an average of 4.4 millimeters. 
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The normal length of the pylorus varies be- 
tween 1 and 1.5 centimeters. In hypertrophic 
stenosis it varies between 1.5 and 3 centimeters. 
Haas agrees that the tumor contains no foreign 
tissue, and that it is made up simply of mus- 
cular fibres, especially the cireular, Palmer 
elaims that it is edema whieh makes the tumor 
pale, and gives it the ‘‘cartilage feel’? Ladd 
deseribes two kinds of tumors, on the basis of 
their gross pathology, one in which the pylorus 
is hard, inelastie and, when cut. hardly bleeds 
at all, the cut surface bemg white and appear- 
ing almost like cartilage. On spreading the 
incision the mueous membrane frees readily 
from the museular layer and pouts up into the 
wound. In the other type the tumor is some- 
times as large, but is soft, elastie, and bleeds 
freely when cut. The muscular and mucous 
layers are not easily separated. He thinks this 
type may represent pylorospasm. 

All the authors who mention it agree that 
the tumor persists after gastroenterostomy, and 
that the food continues to pass through the new 
opening instead of through the pylorus. Ran- 
sohoft and Wooley, Rachford, Downes, Holt and 
Wollstein report a number of cases, which died 
from six months to two years after recovery 
after the Rammstedt operation, in whieh the 
tumor had entirely disappeared. Rachford’s 
and Wooley ’s cases were presumably the same, 
and it is also presumable that Holt’s, Downes’ 
and Wollstein’s cases were identical. 

Holt quotes Howland’s case, in whieh the 
tumor was present in a child who died four 
months after recovery, without operation, and 
mentions cases of his own in which the tumor 
could be felt for weeks after the cessation of 
vomiting. Sauer found a typical cartilaginous 
hypertrophy of the pylorus in a baby which 
died of gonorrheal peritonitis some months 
after complete recovery from all the symp- 
toms of pyloric stenosis, and gives references 
to a number of other cases in literature in 
which the cartilaginous tumor was found at 
autopsy months or years after recovery from 
pyloric stenosis, without operation. Samson 
and Baare found the pylorus stenotic and hy- 
pertrophie and 5 centimeters long in a baby 
that died of miliary tuberculosis at eight months, 
several months after complete recovery from 
the symptoms of pyloric stenosis. Other au- 
thors refer to cases in which the tumor was 
palpable for many months after the cessation 
of symptoms. I have been able to find no cases 
in which a normal pylorus was found at au- 
topsy in babies or children who were supposed 
to have recovered from pylorie stenosis under 
medical treatment. 

Etiology.—The same confusion in the use of 
terms prevails as in the past. American and 
English authors, as a rule, use the terms steno- 
sis and spasm to describe different anatomie 
conditions, stenosis being applied to the condi- 
tion in which there is an absolute overgrowth 
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of muscular tissue at the pylorus, and = spasni 
to the condition in which there is obstruetion 
from contraction of the pyloric museles, without 
overgrowth of tissue. Continental writers, on 
the other hand, either apply the term = spasm 
to hypertrophy or do not distinguish between 
obstruction from overgrowth and econ- 
traction. Most of them deny the possibility of 
obstruetion from simple muscular contraction. 
This confusion in terminology often makes it 
very diffieult to determine just what the writers 
are describing and discussing, and just what 
they mean. The same difference of opinion 
prevails as to the etiology as in the past, al- 
though several new hypotheses have been ad- 
vanced. The same difference of opinion also 
exists as to whether simple spasm of the pylorus 
can cause the symptoms of obstruetion, and as 
to whether hypertrophy is due to spasm or 
spasm complicates hypertrophy. 

Holt says that the division into spasmodie and 
hypertrophie types is not admissible. He says 
that the cases of true hypertrophie stenosis dif- 
fer much in degree, and that in very few is 
the obstruction complete. Hypertrophy, 
doubtedly congenital, is the essential lesion in 
all, spasm being added as a secondary condi- 
tion. It is inconceivable that the hypertrophy 
found at operation, two or three weeks after 
birth, could have developed as the result of 
spasm. He holds that persistent spasm of the 
pylorus without hypertrophy has not vet been 
established. Assuming that the hypertrophy 
is congenital, it is evident that hypertrophy 
alone does not often produce sufficient narrow- 
ing to cause symptoms in infaney. They do 
not usually begin until spasm is added. He 
believes that the hypertrophy persists after the 
spasm has subsided. The symptoms may sub- 
side completely and, so far as one can positively 
say, permanently. On this account many re- 
gard the essential condition as pylorie spasm, 
and believe that when this has disappeared the 
patient is well. He ean not subseribe to this 
view, and believes that symptoms may reappear 
later in life. Several American writers, how- 
ever, do not accept or agree with Holt’s posi- 
tion. Levy, as he frequently did not find a 
tumor on opening the abdomen, when it had 
been felt before through the abdominal wail. 
evidently believes that tumor may be due to 
spastic contraction. Helle has also failed to 
find the tumor at operation in the very cases 
in which it was felt most distinetly before 
operation. Nevertheless, states that he 
thinks a slackening of the tumor under the 
finger to be impossible. His findings corrobo- 
‘ate Pfaundler’s opinion that pylorospasm may 
exist without tumor. He believes that the 
clinical picture is not caused by the tumor, 
but by subsequent secondary spasms of w- 
known etiology. Barret, on the basis of his 
x-ray examinations, distinguishes stenosis 
spasm and believes them to be distinc! 
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entities. Ladd distinguishes between steno- 


sis and spasm, because of the differences in 


the character of different tumors, which have 
been deseribed above. Finkelstein 
ease in which a baby had all the signs of ob- 


struction in the pylorus, visible peristalsis. tu-, 


mor and vomiting. The tumor, however, was 
not as hard as usual. The baby died on tie 
forty-ninth day. The autopsy showed a normal 
pylorus and stomach muscle. 
lorus yielded to 22 em. of water 
Previously, he did not believe in simple spasm, 
but now thinks that this ease proves that there 
may be simple spasm of the pylorus, which ean 


be distinguished only anatomically from the, 


hypertrophie form, Clinically, it is indistin- 
euishable, unless by the less density of the 
tumor. Harrison says that persistent spasm 
is yet to be proved, and should no longer be 
eountenanced a elinieal entity, as it often 


leads to delayed operation for the true condi-. 


tion. Strauss apparently disbelieves in simple 
spasm of the pylorus. Palmer disbelieves in 
spasm, and thinks that it is edema of the py- 
lorus which causes the echanges in the symptoms 
which are attributed to spasm. Moore, in one 
of his cases, had a recurrence of the symptoms 
after a Rammstedt operation, which he attrib- 
uted to spasm. These symptoms were relieved 
by atropin., 

Tumpeer and Bernstein injected paraffin into 
the muscle ring of the pylorus of six dogs, in 
seve.al places, in order to get obstruction all 
the way around. These dogs were observed up 
to seven months. The emptying time of the 
Stomach was studied. Gastrotomy was done 
later, and stomach tracings made. 
Were autopsied and examined in gross and mi- 
eroscopically.  Peristaltie contractions of the 
Stomach appeared immediately after the opera- 
tion, ‘There was no vomiting after the first two 
days. The emptying time of the stomach was 
then studied with apomorphin. At post mor- 


tem there was no dilatation of the stomach. 


but (ic lumen of the. pylorus was almost closed. 
thrown into folds. 
Ussic had invaded the paraffin mass. They 
Conde that, although the anatomie condi- 
tlons of hypertrophic stenosis were reproduced, 
the picture of pyloric stenosis did not develop. 
lhe ‘mediate development of peristaltic con- 
tractions of the stomach suggests that the tumor 
Ol }\ lorie stenosis acts as a foreign body, and 
to cause loeal contractions. The simi- 
lavii. to fibroid tumors of the uterus is sug- 
Beste It appears from the failure to produce 
obsivictive symptoms, despite marked anatomic 
Obstriction, that the clinieal pieture of hyper- 
tropic pylorie stenosis is not due to the ana- 
tomic condition alone. 

lhomson believes that the essential cause is 
entivcly obscure, but concerning how this un- 
known cause produces the muscular overgrowth, 
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reports a 


The musele was. 
only 3.7 -millimeters in thickness, and the 
pressure. 


The dogs. 


Connective 
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Which is the primary structural characteristie 
of the disease, he favors the theory which re- 
-gards the muscular hypertrophy as secondary 
to some form of antecedent overaction resulting 
from long-continued inharmonious working of 
the various elements of the museular meehan- 
ism controlling the emptying of the stomach. 
“Aballi and Nogueira accept as the etiology an 
arrhythmia of the gastrie contractions, leading 
to disturbances of the physiologie laws of the 
functions of sphineters, which play their im- 
portant role in obedience to various stimuli. 
Strauss refers to the finding of pyloric tumors 
in the fetus, and in the new-born, and _ states 
that in his 65 cases the size of tumor was abso- 
_lutely proportionate to the age of the infant. 
Ile believes that the condition begins during the 
fetal development of the stomach, and is brought 
about by the rhythmie contractions of the py- 
lorus, which undoubtedly start at that time, 
and is due to an abnormal stimulation from the 
intrinsie or extrinsic nerves of the stomach. The 
condition of hypertrophy must progress very 
slowly during fetal life, but becomes aecentu- 
ated after birth, owing to the additional irri- 
tation produced by the taking of food. Bokay 
states that a considerable proportion of the 
cases of pylorie stenosis in infaney are not due 
to hypertrophy in the anatomie sense, but the 
hypertrophy develops as the result of spastie 
contraction of muscle. 

Haas believes that pylorie stenosis is merely 
an advanced degree of pylorospasm, and that it 
is only a single manifestation of a general state 
whose etiologic factor is an overaction of the 
“vagus portion of the autonomic nervous system, 
and usually a hyperexcitability of all the motor 
functions. He gives as facts in support of this 
view that these cases can all be eured by atropin, 
that the tumor contains no foreign tissue, but 
is simply a hypertrophy of the circular mus- 
cular fibres, and that autopsy, after the Namm- 
stedt operation, has shown a complete absence 
of tumor. Furthermore, occlusion of the bowel 
causes hypertrophy of the muscular coat which 
is manifest in four or five days, and easily ree- 
ognizable in nine days. In many eases, when 
the lumen is narrowed, no hypertrophy occurs 
above. Some other factor must, therefore, be 
present. Irritation of the serous coat of the 
intestines by erystals of sodium chloride causes 
obliteration of the lumen. Lead colic is re- 
lieved by atropin. The normal pylorus may 
remain contracted post mortem. Spasm of the 
sigmoidorectal sphincter may be produced by 
atropin, the innervation in this region being 
from the sympathetic. He believes that the 
differential diagnosis between spasm and py- 
lorie stenosis is impossible. Gray and Rey- 
nolds. however, do not agree with Haas that 
pylorie closure is controlled by the vagus. They 
maintain that his results from atropin are due 
to diminution of secretion and shrinkage of the 
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mucosa rather than to any effect on the pyloric 
sphincter. 

Pirie believes that the spasm inducing hyper- 
trophy is primarily due to hyperadrenalism 
before birth, and that other subsidiary post- 
natal causes determine the persistence or recur- 
rence of the spasm. This condition is due to a 
lack of balance between the seeretions of the 
various endocrinic organs in the process of their 
development and involution, which may result 
either in a relative or an absolute hyperadrenal- 
ism. ‘The hypertrophy exists from before birth, 
It is the degree of added spasm that determines 
the onset of symptoms. Ile admits that no le- 
sions in the adrenal have been found at autopsy, 
but claims that it is not necessary for any ab- 
normalities to be apparent after birth, because 
the adrenalism is ante-natal. In his summary 
in a paper by Gray and Pirie he states: 

1. Congenital pyloric hypertrophy is the re- 
sult of prolonged ante-natal spasm induced by 
hy peradrenalism. 

2. Pylorie obstruction is completed by two 
secondary influences — (a) retention gastritis, 
With consequent swelling of the mucosa; ()) 
added spasm due to several causes; foremost by 
phimosis. 

3. The final results in the closure of the 
pylorie orifice are—(a) absence of acid chyme 
in the first part of the duodenum, leading to 
(b) failure of secretin formation, leading to (c) 
suppression of pancreatic secretion. These fae- 
tors themselves further induce (d) inhibition 
of the normal pyloric relaxation, and establish- 
ment of the ‘‘vicious ecirele.’’ Shipley and 
Blackfan, however, state that this theory assumes 
the so-called reversed innervation of the gastro- 
intestinal sphincters, that is, that the pylorie 
and ileoeolic sphincters are augmented through 
the splanchnic nerves, and depressed by way of 
the vagus, in eontradistinction to the bulk of 
the intestinal musculature. They claim that 
this theory is not founded upon observation, 
since almost nothing is known about the be- 
havior of the intestines during intrauterine life. 
They have studied the physiclogy of the gastro- 
intestinal tract in the fetus, both in pigs and 
in the human. The result of applying adrenalin 
to the pylorie sphincter is an inhibition and 
relaxation.  Inereased secretion of adrenalin 
can, therefore, hardly result in anything else 
than a decrease in the tone of the pyloric mus- 
culature., They believe, therefore, that hyper- 
trophic stenosis ean not be explained upon the 
basis of Pirie’s theory. 

Ileusch states that in most new-born infants 
there exists a relative thickening of the pylorus, 
Which disappears, as a rule, in older children, 
The pathologie persistence of this normally 
transient condition is the primary anatomie fae- 
tor in the production of pyloric stenosis. In 
connection with an abnormal local irritability 
of the infant’s stomach—the primary pliysio 
logic factor—a secondary hypertrophy of the 


Boston M. & S. Journal 
April 5, 1928 


annular muscle results, which is manifested by 
a thickening of the muscular coat and the tumor 
formation resulting therefrom. The primary 
anatomie attacks provoke secondary spasms in 
early infancy. Sixty per cent. of the nervous 
affections of the pylorus occur in first-born 
children, who are known to be more nerycis 
than those born later. The hypersensibility of 
the motor nerves of the stomach is a pathologie 
condition of the first month of infaney, and 
this disease very rarely oecurs after the second 
month. The unstable condition of the gastric 
motility appears to cease about the sixth week. 

Palmer states that the lumen of the pylorus 
of the new-born is about the size of a lead pen- 
cil, and that there may be any degree of hyper- 
plasia of the pyloric sphincter up to one which 
closes the lumen. The pylorie aperture nor- 
mally grows in diameter because of growth and 
use. In eases in which the pylorie sphineter 
shows only a little hyperplasia, the natural 
growth of the opening carries it in a few weeks 
or months past the point at which this slight 
encroachment of the muscle wall on the nor- 
maily small lumen caa cause obstructive symp- 
toms. The baby actually outgrows the mechan- 
ical condition causing the symptoms, and_ be- 
lievers in spasm say that the spasm has been 
eured. Ile does not believe that there is any 
such thing as spasm of the pylorus, and thinks 
that the variation in the symptoms is due to 
edema. 

Symptomatology.—All the authors agree on 
the general symptomatology of pyloric stenosis. 
They differ materially, however, in their esti- 
mates of the relative importanee of individual 
symptoms. It is very difficult to always be eer- 
tain, if one believes in spasm of the pylorus as 
an entity, whether they are deseribing spasm 
of the pylorus or true hypertrophic stenosis. 
Thomson divides the disease according to symp- 
toms into four stages: 

1. Stage without symptoms. 

2. Stage of primary symptoms—violent von 
iting, retention of food in the stomach, drying 
of the tissues, arrest of gain in Weight, visilic 
peristalsis. 

3. Stage of secondary symptoms—emiacis- 
tion, debility, dilatation of the stomach, to.- 
emia, 

4. Stage of recovery, if the child suryiy:s. 
in which the muscular ineodrdination of the ov- 
gan becomes normal, the peritoneal coat gra(- 
ually widens, the muscular hypertrophy 
sides, and the lumen enlarges. 

Ile believes that the disease is: self-limiicd. 
If the baby does not die of inanition, the na u- 
ral processes of growth and development (1, 
in time, remove the obstruetion. He bel ves 
that there are two types of the disease: \ ic 
mild, which never requires operation, and |e 
severe, which demands immediate opera’). 
Ernberg and Hamilton also say that it is wil 
known that there is a tendency to spontaneous 
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recovery. Several other writers. while they do 
not state this so plainly, evidently assume it. 

Peristalsis—AlL authors mention peristalsis 
as one of the most common and prominent 
symptoms. Thomson emphasizes its importance, 
and Downes says that it was lacking but once 
in his series of 175 eases. 

is constderable difference of 
opinion as to how often a tumor ean be felt, 
and of how much importanee it is in diagnosis 
and as an indieation for operation. Downes 
states that in only two of the 217 cases, on which 
he has operated, has the anteoperative diagnosis 
of tumor at the pylorus been proved incorrect. 
Levy, on the other hand, says that the tumor 
frequently cannot be felt in serious eases, and 
that it is frequently not present on opening the 
abdomen, when it had been felt before through 
the abdominal wall. Ladd believes that there 
are many cases in whieh it is impossible to feel 
the tumor, because of the deep and high position 
of the pylorus under the edge of the liver. He 
does not think that the presence of a tumor 
necessarily means a true case of stenosis. Gray 
and Pirie, on the other hand, believe that % 
tumor is essential for diagnosis, and that it is 
the one certain sign. Thomson thinks the tumor 
is most important. Helle says that the tumor 
is absent at operation in the very cases in which 
it is most distinet before operation. It was 
distinctly palpable before operation in’ only 
three of his twenty cases. (It would seem as 
if some authors were confusing spasm = and 
Stenosis, and that some were more expert than 
others in feeling tumors.) In Seott’s ease, in 
Which the symptoms did not develop until the 
baby was 2114 months old. no tumor was felt 
before the operation, although a typieal tumor 
Was found at that time. No tumor was found 
In Glover’s ease, with atypical symptoms, until 
the autopsy. Holt, Sauer, and others eall atten- 
Hon to the long persistence of the tumor after 
the sappearanee of other svmptoms in eases 
Which ave vecovering under medical treatment. 
Satter, especially, emphasizes the lack of impor- 
nl of a tumor in the absence of other symp 


— 


lous calls attention to a number of other 
Syiuvoms whieh he says are characteristic of 
stenosis. Some of these are pallor. 
loss of turgor, cireumoral eyanosis, 


«lammy, cyanotic hands and feet, and sub- 


hors <i temperature, unless it is obseured by a 
Staion temperature. He states that there 
scsi, not only of the pylorus, but also of 
the 


pharynx, esophagus, cardia, and 
Valois portions of the intestine, with hyper- 
ton-ity and spasm of the skeletal musculature. 
even to the degree Of opisthotonos, often pre- 
Seliing the classical picture of infantile tetany. 
_ Lagnosis—For those who believe that there 
1S lo such entity as simple spasm of the pylorus, 
there can be, of course, no differential diagnosis 
between spasm and stenosis. For those who 
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believe that there is such an entity as simple 
spasm, there are certain points of difference. 
Some eall attention to the intermittency of the 
tumor in spasm, and its constancy in hyper- 
trophie stenosis. Others say that the apparent 
intermittency depends on whether the observer 
happens to feel a tumor at the given time or 
not. Finkelstein thinks that, in spasm of the 
pylorus, the tumor may feel Jess dense than 
that of hypertrophic stenosis. Ladd states that 
the presence of a tumor does not necessarily 
mean a true case of stenosis. He deseribes two 
types of tumors found at operation. In one the 
pylorus is hard, inelastic and, when eut, hardly 
bleeds at all, the cut surface being white and 
appearing almost like cartilage. On spreading 
the incision the mucous membrane frees from 
the muscular layer and povts up into the wound. 
In the other type the tumor ¢s sometimes as large 
as in the first, but is soft, elastic, and bleeds 
freely when cut. The muscular and mucous 
lavers do not separate easily. He thinks that 
these tumors may represent pylorospasm. Helle 
believes that a slackening of the tumor under 
the finger is impossible. 

Roentgen Ray.—There is much difference of 
opinion as to the value of fluoroscopie examina- 
tion and roentgenograms after a bismuth or 
barium meal, both as to the diagnosis of obstruc- 
tion and as to that between spasm and obstrue- 
tion. Downes states that, because a correct 
diagnosis is possible in more than 90 per cent. 
of the eases on the clinical symptoms and the 
finding of a tumor, he has not thought it neces- 
sary to resort to the x-ray as a means of diag- 
nosis in the average case of pyloric stenosis. 
Furthermore, he warns of the danger of delay- 
ing for a bismuth meal in serious cases. Thom- 
son states that he has never found it necessary 
to use it as an aid to diagnosis in this disease. 
He depends on the presence of visible peristal- 
sis or tumor, and the stomach tube. Ladd feels 
that the x-ray is very valuable in diagnosis, and 
has seen no bad results from its use. He re- 


vards it as an important aid to diagnosis be- 
‘tween spasm and stenosis. Barret places great 
importance upon it. He describes the early 
radiologic syndrome of stenosis as follows: 
Peristalsis is exaggerated, the stomach ap- 
pearing to be divided by the contractions into 
several lobes. The waves have an abnormal loea- 
tion, reaching points in the vicinity of the upper 
pole of the stomach, The rhythm of the peristal- 
sis is modified. Phases of hypermotility are suc- 
ceeded by phases of fatigue, during which the 
stomach walls are distended and inert. In 
stenosis, the evacuation of the stomach is more 
or less delayed, but this delay remains constant 
in a given case, and is governed by the energy 
and frequeney of the peristaltic waves. In 
spasm, on the other hand, the evacuation takes 
place in an irregular manner. Nothing passes 
through the pylorus during the spastic period, 
while the stomach empties freely and rapidly 
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after it is over. Spasm and stenosis may be 
associated. Evacuation is then governed by 
these two elements, and it is possible to deter- 
mine, up to a certain point, the part played by 
each. 

Strauss says that fluoroscopic examination is 
the most important means of making an accu- 
rate diagnosis. It not only shows whether the 
case is one of pyloric stenosis, but classifies the 
case immediately as to whether the patient should 
receive medical or surgical treatment. The 
method is absolutely exact. Ile says that roent- 
genographs are unsatisfactory, because they are 
usually taken when the baby is flat on the back. 
This allows the bismuth in the dilated stomach 
to accumulate on the left side of the vertebrae, 
and no peristaltic waves are stimulated in the 
pyloric region. He places the baby under a 
horizontal fluoroscope, and watehes the passage 
of bismuth milk into the stomach. Hf! the baby 
is allowed to lie flat on its back, the bismuth 
meal gathers on the left side of the vertebrae 
as a large round mass, and will lie there indefi- 
nitely. If the baby is rotated to the right side, 
almost on to the abdomen, the bismuth gravi- 
tates to the pylorie end, and peristaltic waves 
appear immediately in the pyloric antrum and 
the pylorus. .A small amount of the bismuth 
is squirted through, and then the pylorus clamps 
down tightly.  Peeuliar and characteristic 
snakelike peristaltic contractions can be seen 
immediately in the pylorus, which are inde- 
pendent of the rest of the stomach. These con- 
tractions are absolutely pathognomonic of the 
eondition. Ile examines again at the end of 
two hours and four hours. He says that he has 
standardized the emptying time so that any 
ease in which one half or more of the bismuth 
milk remains at the end of four hours is recog- 
nized as a ease of pyloric stenosis, and surgical 
interference is indicated. The case which 
70 per cent. or more of the bismuth milk has 
passed through the pylorus at the end of four 
hours can, as a rule, be enred medically. 

Sauer says that the estimation of the amount 
of bismuth milk left in the stomach at the end 
of four hours requires a lot of experience, to 
say the least. [le took x-rays immediately after 
and one, two and four hours after giving bis- 
muth milk, and after giving bismuth milk io 
which had been added enough farina to make it 
thick. In the first series most of the bismuth 
milk was still in the stomach at the end of four 
hours, irrespective of the position of the child. 
In the second series the food quickly passed 
into the Cuodenum, and the stomach was nearly 
empty at the end of four hours. Aecordine to 
Strauss’ standard, this infant would need oper- 
ation. She was not operated upon, was given 
thick cereal, and gained 34 ounees in 30 days. 
She died of gonorrheal peritonitis somewhat 
later. A typical cartilaginous hypertrophy of 
the pylorus was found, in spite of the facet that 
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she had been absolutely free from feeding dis- 
turbances. 

Stomach and Duodenal Tubes.—Uolt and 
Thomson place considerable reliance on the use 
of the stomach tube to determine the residue 
remaining in the stomach. Palmer approves of 
the duodenal tube as a means of diagnosis of 
the degree of obstruction. 

Treatment.—Both medical and surgical treat- 
ment are recommended. There is great dilfer- 
ence of opinion as to which form of treatment 
to use, according to the individual conception 
of the disease, and the results of imdividual 
experience. Some authors believe medical 
treatment entirely, some in both medical and 
surgical, and some in surgical treatment en- 
tirely. Those who believe in both medical and 
surgical treatment differ materially as to the 
time to change from medical to surgical. It is 
very difficult to compare the results of the two 
forms of treatment, because of the difference in 
the points of view of the writers, and because 
it is very possible that different men are talking 
about different types of cases. 

Those who believe that there may be pure 
spasm without hypertrophy naturally favor 
medical treatment for this condition. Ladd be- 
lieves that, when the tumor is soft, elastic and 
bleeds freely when eut, it probably represents 
pylorospasm, and should not be operated upon 
at all, certainly not by the muscle-splitting 
operation, Ilelle, on the other hand, says that, 
even if no tumor is found, the musele should be 
split. 

Ilaas believes that atropin will overcome the 
underlying fault. Ile says that it must be fresh 
in order to be active. It must be freshly pre- 
pared from the erystals, as it deteriorates rap- 
idly in solution. No more than one ounce should 
ever be ordered at one time. He uses the one 
to one thousand solution. The dose is the sume 
by mouth and subcutaneously. It should be 
given subcutaneously until the vomiting stops, 
and then by mouth. The beginning dose is 
1/1000 grain with each feeding. This may be 
increased as necessary. Ue has used as much 
as 16/1000 erain at each feeding, amounting to 
lye grain in iwenty-four hours. He inereases 
the dose until the vomiting is relieved or flust- 
ing of the face occurs. He then continues with 
this dose. Treatment is usually needed for some 
months. lis extremes are two weeks and one 
year. It sometimes causes constipation fromm 
sigmoidorectal spasm. If it does, it should be 
omitted temporarily. He also says that errors 
in diet and hygiene must also be correeted, and 
all possible assistance be rendered to the organ. 
Saline solution should be given subeutancously 
until fluid can be taken by the mouth. Sten- 
strom reports favorable results in several cises. 
Moore saw peristalsis and tumor appear wile 
the baby was taking atropin, but atropin appar- 
ently relieved spasm after operation. Ernberg 
and Hamilton have found atropin useless. 
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used papaverin hydrochloride in eight 


eases on the basis that it diminishes the tone of 
smooth muscles. In three eases, in which there 
was a distinet tumor, it disappeared. All re- 
covered, 
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in a covered double boiler for an hour. and 


must be sufficiently thick to adhere to an in- 


| spoonfuls six or seven times daily, 
Ile says that the dose must not be too. 


small. and that it may be given safely for a long 


time. Ile used from 0.01 to 0.02 grams daily. 
subentancously. Tle believes this to be the best 
form of medical treatment, and thinks that if 
should be given a trial before resorting to opera- 


tion. Te refers to the work of Pol, Holzknecht. 


and Segalitzer, and others. 
Pirie, and Grav and Pirie, believe that the: 


Ile gives from two to six table- 
Sometimes, 
however, he gives four feedings of the cereal 
mixture and three breast feedings, or uses breast 


verted spoon, 


milk in place of cow’s milk in the cereal. The 


cereal mixture is put in the mouth with a 
tongue depressor and seraped off with another. 
The baby is placed on its right side for a time 
after each feeding. He thinks that the immobile 


cereal cannot be ejected from the stomach by 


contributory or secondary causes of spasm. 


should be removed as far as possible before re- 
sorting to the Rammstedt operation, They ree- 


remaining in the stomach 


ommend especially eireumeision or the freeing 
of adhesions, if there is phimosis, and report a_ 


number of cases either benefited or cured by 
this procedure, 

Pehu. dlolt, and Thomson recommend treat- 
ment by lavage. Levy says that lavage should 
never be used more than onee a day. Sauer 


does not wash out the stomach, and Ernberge and _ 


Hamilton say that it is useless in most Gases. 

Samson and Baare have treated two cases 
srecesstully by the continuous drop method. A 
nasal tube is fixed in place with plaster. One 
hundred and fifty ee. of cool whole milk is then 
eiven in hours onee or twice daily. They 
say that this meets Ibrahim’s condition of feed: 
Ing small amounts and sparing the sphincter 
by exclusion of the stimuli from distention anc 
tension of the stomaeh. Holt and many others 
recommend breast milk as the best food, althoug). 
there is considerable difference of opinion as to 
how much shonld be given at a feeding, and 
how often it should be given. Some advist 
undiluted breast milk, and others diluted. 

Sicnstron, strongly advoeates frequent smal! 
feedings. Several writers call attention to the 
fact that after operation, even if the food is 
able to pass out of the stomach, the intestine 
Will not be able to take care of large amounts 
for time, 

ae withors call attention to the great im- 
Porlance of replacing the fluid whieh has been 
lost. Ationg them are Stenstrém, Holt, Wilson. 
Hamilton, and Sauer. Some ad- 
Vise “oe tise of salt solution, and others that of 
Ringer's solution. Some give it by mouth, sonie 


by ehoma, some by the Murphy drip, and others 


subeiianeously, 


visable. 


Salers on account of the good resuits obtained 
by tivhn and MeClure in the treatment of the 
vomiting of infaney with thick cereals, 
thoug it logical to use them in the treatment 
Of lovie stenosis, LHe used a mixture made up. 


milk, 9 ounces; water, 12 ounces: 
arina, 6 


tablespoonfuls; Dextri-maltose, 3 
oune 
" his gives a proportion of one part of cereal 
sey 


‘tof milk and wate r, and the mixture con- 


tains about 15 per cent. of cereal. It is boiled 


the sudden explosive contractions that produce 
vomiting of milk feedings. The thick cereal 
‘an be moved along 
by the slow peristaltic contractions of the stom- 
ach wall. Liquid foods will pass through the 
pylorus after from five to eight weeks. He then 
vradually substitutes liquid feedings. He dis- 
regards a palpable tumor and peristaltic waves, 
if there is no vomiting. 

He advocates trying thick cereal first to see 
if the patient will improve. He watches the 
general condition of the patient, the stools, 
rine, vomitus. weight. food and feeding tech- 
nique. The presence of a palpable tumor or the 
size of the peristaltic waves has no influence 
in the deeision regarding an operation. The 
weight, severity of the vomiting, paucity of 
feeal material, complications, and the general 
eondition are the factors that determine how 
long thick cereal feeding may be tried. If, after 
one or two weeks, the vomiting fails to subside, 
the weight fails to increase or the general con- 
dition gets worse, he advises operation. In 
certain cases Immediate operation may be ad- 
Ile reports thirty-five cases. One died 
while taking thiek cereal. Seven were operated 
upon and five of these recovered. Ile advises 
the eontinuance of thick cereal feeding, if vom- 
iting continues after operation. Ele admits that 
the explanation of the success of this treatment 
is difficult, but thinks that Moritz’ observation 
that, in the adult, solid food inhibits and water 
stimulates -gastrie peristalsis, and Schile’s that 
(uid foods increase the motility of the stomach, 
Inav suggest the reason. 

Porter reports ten cases successfully treated 
with the thick cereal mixtures. As farina 
caused fermentative diarrhea, he substituted 
rice flour for it, and thinks that it is preferable. 
Ile says that rice paste is more easily soluble 
under moderate degrees of heat, and thinks that 
they are better proteeted eolloids and, therefore, 
inhibit the pylorie reflexes more. He feeds the 
mixture with a Hygeia nipple, the end of which 
has been slit with a very sharp knite. Ile puts 
it in the nipple with a spoon. Moll reports 


three cases suecessfully treated in this way. It 
is doubtful, however, if they were really cases 
of hypertrophic stenosis. Levy believes that 
stenosis of a surgical degree is the exception, 
and that the prognosis with correet medical 
He uses a gruel feeding 


treatment Is excellent. 
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made up of skimmed milk, 10 ounces; water, 10 
ounces; farina, 6 level tablespoonfuls; Dextrose. 
4 tablespoonfuls. 

The general belief is that splitting the py- 
lorus, known as the Rammstedt, Fredet- 
Rammstedt or Weber-Rammstedt operation, is 
the preferable operation. Strauss, however, 
claims that his operation of pyloroplasty 1s 
preferable, and Helle recommends gastroenter- 
ostomy instead of the Rammstedt operation, if 
there is atony of the stomach. Many writers 
emphasize the ereat importanee of overcoming 
dehydration before operation, and believe that 
it makes a great difference in the results. They 
also recommend preparing for the operation in 
other ways as well as possible. There is a good 
deal of difference of opinion as to the anesthetic 
to be used. Some recommend operation under 
loeal anesthesia, and others gas-oxvgen. Most 
operators, however, apparently are still using 
ether. 

There is a great deal of difference of opinion 
as to the time for surgical intervention. Palmer. 
Helle and Ladd advise early operation. Downes 
says that if the baby is observed from the be- 
ginning or a good history is obtainable, medical 
treatment is justifiable for from seven to ten 
days, provided the baby does not lose more than 
20 per cent. of its weight during this time. If 
it is not losing weight, and the symptoms are 
improving, it is safe to continue medical treat- 
ment. If there is no definite improvement, or, 
if relapse occurs when the symptoms have been 
improving, Operation should be done. 

Holt states that if the baby is seen in private 
practice, with possibility of the best care and 
most intelligent feeding, particularly breast 
feeding, if the case is stationary or loss in 
Weight is not great, and the baby is still in good 
condition, if the vomiting is only two or three 


times a day, if the stools are fecal, waiting 
should be advised. On the contrary, if the 


weight has fallen to six pounds or below, and 
the loss is still going on, if the vomiting is con- 
tinuous, if there is marked gastrie retention, if 
the stools contain no fecal matter, no time should 
be lost, but immediate operation advised, par- 
ticularly in a hospital. 


Kerley states that the presence of a palpable 
tumor demands prompt surgieal interference, 
and that sudden and unexpected death in cases 
treated palliatively is not uncommon. Holt also 
says that the more he studies the matter, the 
more he is convinced that the treatment is oper- 
ative. Wilson thinks that medieal treatment 
should be tried if less than 20 per cent. of the 
best weight has been lost, and a No. 14 French 
catheter can be passed through the pylorus. If 
20 per cent. of the best weight has been lost, 
the Rammstedt operation should be done at 
once. Others agree with this 20 per cent. limit, 
which is probably based on the findings of Gold- 


Rammstedt operation was nearly six times 
as great in babies that had lost 20 per cent. or 
more of their best weight than in those who had 
lost less than 20 per cent. of their best weight. 
They also found that the mortality was three 
and one-half times as great in babies weighing 
seven pounds or less than in those weighing more 
than seven pounds. 

Strauss cecides whether to operate or not on 
the amount of bismuth milk which leaves the 
stomach in a given time. If 70 per cent. or more 
of the bismuth milk has passed through the 
pylorus at the end of four hours, he thinks that 
the ease ean, as a rule, be eured medically. 
Sauer calls attention to the facet that if must 
be very diffieult to determine whether 70 per 
eent. of the bismuth meal has passed or not. 
Sauer bases his decision on the weight, the sever- 
ity of the vomiting, the paucity of feeal material, 
and the general condition of the patient, rather 
than on the presence of peristaltic waves. 
kay thinks that papaverin should be tried. first 
in all cases. 

Statistics is very difficult indeed to eom- 
pare the statistics under medical and surgical 
treatment, because of the difference in the point 
of view of different writers, the difference in 
the time at which operations were done, and 
the possibility that the cases treated did not all 
belong in the same class. Sauer reports thirty- 
five cases, one of which died while taking thick 
cereal. Seven were operated upon and_ five 
recovered. Porter had ten cases recover under 
the thick gruel treatment with no deaths. Ern- 
berg and Hamilton report fifty-seven cases 
treated medically at the Sachs Baby Hospital, 
Stockholm, with a mortality of only 3.5 per 
cent. Haas has treated forty or more patients 
with atropin, and had only two deaths. 

Strauss has operated on 107 eases by his 
method, and had only three deaths, a mortality 
of less than 5 per eent. Ladd reports a mor- 
tality of four in twenty-six eases, or 15.5) per 
eent. Helle has had only one death in twenty 
cases, a mortality of 5 per cent. Downes _ 
had thirty deaths in 175 eases operated on by 
the Fredet-Rammstedt method, a mortality of 
17.1 per cent. The mortality was, however, on! 
8 per cent. in the cases operated on four weeks 
or less after the onset of the symptoms. 

Goldbloom and Spence conclude from. thet 
study of 163 Rammstedt operations at the |’:- 
bies’ Hospital, New York, that the condition °' 
the baby at the time of ‘operation is the nos 
important factor in prognosis. Most, if not : 
of these cases are probably included in * sli 
series. They state that the duration of the 
symptoms prior to operation is probably ‘he 
most important single factor affecting the piv - 
nosis. When the symptoms have lasted less ti.) 
four weeks, the mortality is only one third os 
great as when they have lasted four weeks | 
longer. The mortality in artificially fed he 


bloom and Spence, that the mortality after the 


is more than three times that in breast-fed babics. 
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weighing seven pounds or less as in those weigh- 
ing more than seven pounds. The mortality in- 
ereases in direet proportion to the amount of 
weight lost previous to operation. The mortality 
in those who had lost less than 20 per cent. of 
their best weight was 6.58 per ecent., while it 
was 37.35 per cent. in those who had lost 20 per 
cent. or more of their best weight. 

Final Results —It is well known that after 
vastroenterostomy the pyloric tumor remains 
unchanged, and that the food continues to pass 
through the new cepening. The result is en- 
tirely different, however, after the splitting of 
the pylorus. Ransohoff and Woolley, and Rach- 
ford, report a case, which died four months after 
operation, in which there was no longer any 
hypertrophy of the muscular tissue, and the 
pylorus was like a ring-shaped muscle with a 
tendon at one point. Wollstein has studied 
twenty-three eases which died from twenty-four 
hours to two years after the Fredet-Rammstedt 
operation. She states that the healing of the 
wound in the pylorus is brought about by the 
connective tissue of the serous and submucous 
coats of the stomach. The unstriped muscle cells 
of the cut musele layers take no active part in 
the healing process. The raw, eut muscle edges 
and the exposed layer of submucosa which pro- 
trudes into the gap between them become cov- 
ered by a thin layer of detieate granulation tis- 
ste, which, by the ninth day, has become cellu- 
lar fibrous conneetive tissue. By the contrac- 
hon of this laver of fibrous eonnective tissue, 
and the relaxation of the unstriped musele, the 
edges of the wound are gradually brought into 
contact and the pylorus relaxes. The wound is 
ctely healed in from nine to thirteen days, 
aliliongh the site of operation still shows a very 
evident depression, In twenty-five days this 
depression has become gradually less, and in 
SIX weeks only a delicate sear remains. Within 
two weeks the pylorus feels softer than it did at 
the time of the operation, and in twenty-five 
days the stomach is normal in size, and the 
pylc. is but slightly firmer than normal. The 
operation eures the pyloric 
lesion, 

bose who advocate medical treatment agree 
tha’ fier the cessation of vomiting and im- 
Provicent in the other symptoms, peristalsis 
Mis ersist for weeks or months and that the 


_ /inay be palpable for a number of months. 
“\ ond Sauer refer to this point especially 
ani 


‘lolt states that the typical tumor may last 


aS cng as six months. There are some old 
repor’s which seem to indicate that the symp- 
98 of the pylorie obstruction may recur later 
MN 


| I have not seen any reports of autopsies 
peltiormed years after what was supposed to be 
recovery from hypertrophic pyloric stenosis 
uncer medical treatment to show what the con- 
dition of the pylorus is after such supposed 
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It is three and one half times as great in babies 


recovery. On the other hand, Wollstein’s ob- 
servations show conclusively that recovery is 
complete after the Rammstedt operation and 
that recurrence is impossible. 
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Book Reviews. 


Premature and Congenitally Diseased Infants. 
By Junius H. Hess, M.D., Professor and Head 
of the Division of Pediatries, University of [I- 
linois College of Medicine; Chief of Pediatrie 
Staff, Cook County Hospital; Attending Pedi- 
atrician to Cook County, Michael Reese and 
Englewood Hospitals; Consulting Pediatri- 
cian, Municipal Contagious Hospital and Win- 
field Tubereulosis Sanitarium, Chicago; Mem- 
ber of Advisory Board Children’s Bureau, De- 
partment of Labor, Washington, D. C. [llus- 
trated with 189 Engravings. Lea & Febiger, 
Philadelphia and New York, 1922. Price $5.50. 


Dr. Hess aptly dedicates this new volume to 
the most helpless of the human race, the infant 
born prematurely, particularly needful of aid in 
its struggle for existence. 

All the important considerations of prematur- 
itv are carefully dealt with and show evidence of 
a deep study of this subject. The term ‘‘prema- 
ture’’ refers precisely to those infants born 
before the end of the fortieth week of preg- 
nancy, although in common usage it refers only 
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to those who have undergone a gestation period 
of two hundred and sixty days or less. The 
eauses of prematurity and the physiology of the 
premature infant are exhaustively considered, 
with many references and voluminous statistics ; 
the author has done excellent work in determin- 
ing the ages of prematures by demonstrating 
the centres of ossification in variously developed 
fetuses. This section contains numerous exceed- 
ingly well made and instructive roentgenograms. 

In the chapter on Pathological Findings in 
Prematures the author states that premature 
birth should be considered a traumatie process, 
in which the characteristic pathological pro- 
eesses are most frequently noted in three groups 
of organs, for which there appears to be a pre- 
dilection: 

1. The skull with the brain and its mem- 
branes, inclusive of the spinal cord. 

2. The lungs. 

3. The gastro-intestinal canal. 

Part II embraces nursing and feeding care. 
The chapter on the wet nurse is very similar to 
that in ‘* Prineiples and Practice of Infant Feed- 
ing’? by the same author. Prematures are di- 
vided into two groups, those able to nurse at 
the breast and those too weak to nurse at the 
breast. The important considerations in the care 
of these infants are maintenance of the body 
heat, beginning at birth, careful individual han- 
dling, with prevention of infeetion, and breast 
milk. Considerable space is given to the artificial 
feeding of prematures, when this is unavoidable, 
the importance of chymogenized (rennet) milk 
being emphasized. As is usual in publications 
dealing with infant feeding there is some 
tendeney to overe omphie: ite this procedure. The 
feeding of orange juice as an antiseorbutie is 
commenced at three weeks, and cod liver oil for 
its antirachitie qualities at four weeks. regard- 
less of the tvpe of feeding. 

An interesting and partly historical ehapter 
is devoted to incubators: this chapter also con- 
tains certain rules which really formulate the 
essence of premature care: 

contact with infected cases and attend- 
ants must be avoided. 

‘* All visitors are best exeluded. 

‘The conservation of heat must be begun im- 
mediately after birth. 

“The infant must be properly dressed ; 
head as well as its body should be protected. 


“The body temperature of the infant should 
not be allowed to go lower than 97° F. nor above 
98.6 (We would yrefer to see 99° F. as a 
minimum). Daily fluetnations greater than 
1.5° F. are dangerous. 

‘The general care and feeding should receive 
the most careful attention. 


‘Above all else all care administered to the 
premature should tend to individualization,”’ 
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Part IIL deals with the general diseases, sub- 
divided on an anatomical basis. The chapter on 
Syphilis, while short, seems to summarize the im- 
portant facts. X-ray is stressed as one of the 
most useful means of diagnosis, with a warning 
as to the confusion that may result from the 
presence of rickets under treatment, 

Part IV takes up the important subject of 
prognosis, The most important prenatal influ- 
onees on this are: (1) The absolute age; (2) the 
physiological development and absence of con- 
stitutional anomalies; (3) transmitted parental 
‘nfeetions; (4) the presence of malformations. 
With the premature as with the full term child 
the breast fed infant raised among good home 
surroundings has a lower mortality than the 
same in institutions, and the artificially fed has 
a greater mortality than the breast fed. 

One will find this book carefully and intelli- 
gently written, with due regard to the practical 
application of its theories, and replete with il- 
justrations, statistics, and case reports. 


Diseases of the Nose, Ear, and Throat. By 
WENDELL CHRISTOPHER PHILLIPS. Philadel- 
phia: F. A. Davis Co. 881 pages. Price $8.00 
net. 

Investigation and research have increased our 
knowledge of the ear and of the nose and throat 
to such an enormous extent that it is almost im- 
possible to find a text book which ean treat of all 
in a satisfactory manner. 


Dr. Phillips has succeeded admirably in the 
sixth edition of his work entitled, ‘‘Diseases of 
the Ear, Nose, and Throat.’’ which appeared re- 
cently. He has not abbreviated the important 
subject of Physiology of Hearing and has devot- 
ed a very important chapter to the general eti- 
ology of ear diseases. the importance of which 
must necessarily he appreciated more and more 
by the specialist. 

The illustrations are excellent and the addition 
of a number of plates shows the value of the 
x-ray In infections of the mastoid. He disevisses 
at length the otitie brain abscess and assigns a 
very full chapter to the complications of chronic 
inflammation of the middle ear, viz., labyrin- 
thitis. The cuts indicating the tests for infec- 
tions of the semi-cireular canals are excellent. 

Tn the chapter on the Nose and Throat, there 
are many splendid plates, especially those taken 
to illustrate the diseases of the aceessory sinmses 
and also those showing the recently developed 
technique of suspension laryngoscopy. 

At the end is appended a formulary as used in 
the Manhattan Eve and Ear Hospital. A formu- 
lary of this kind is very useful to the student be- 
ginning practice in obtaining a knowledge of 
drugs used by the best authorities. It is an ex- 
cellent work: not too full for the medical sti- 
dent, vet sufficiently complete for the specialist. 
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COMBINED MEETING OF THE MIDDLE. 
SEX SOUTH, NORFOLK, AND SUFFOLK 
DISTRICTS AT THE BOSTON MEDICAL 
LIBRARY, MARCH 14. 


Previous to the business meeting, Dr. Stone 
ged the members of Suffolk District io attend 
the men ig on-lune 20, 1923, in California. The 
California members of the A. M. A. are ex- 
tremely anxious and are extremely cordial in 


sel “est that all of the other fellows 20 out 
ing re are many things besides the meet- 
all wh. ae will prove to be of great interest to 
tion : he in June. Dr, Stone also called atten- 
pubheation of Hygeia, whieh is 
will by the 20th of this month. Hygeia 
This at the introduetory rate of $1.00. 
Which W publication on scientific medicines, 
the A: should have. Dr. Shattuck read 
Healt}. of the Committee on Public 
the Suffolk Distriet Medieal Society. 
Introduced a motion that this Com- 
the Co), reappointed. The vote was passed that 


“uittee be reappointed as Advisory Com- 
Health Commissioner of Publie 


mittee to the 
Healt}, of | 


Agriculture, the first: spe aker on the subjeet of 
Milk.” was introduced. Dr. Gilbert spoke 
from the standpoint of the farmer on milk pro- 


«luection, saving that we all use some milk, and 


few of us too much, 
question. 
‘quart than it does at the present time. 


} 


work. 
which produces 
that is, 


so therefore it was a vital 
During the war milk cost more per 
The cost 
of feed, ete., was high. Milk commissions were 
appointed and did much effeetive work by going 


around the various farms and in a helpful man- 
ner suggesting certain things be done, 
ducing the cost of milk 
which takes in the care of the animals, 
employees, ete. ; 
to be figured in. 


thus re- 
an action 
feeding, 
the price of distribution also has 
The commissioners did their 
work so effeetively that they are continuing this 
The average number of cows on a farm 
our milk supply is only five; 
we are concerned with small farms. OF 
course the number varies from one to perhaps 
two hundred and fifty, or perhaps in one or two 
dairies the number reaches three hundred cows. 
There must be a considerable number of dairies 
with less, in order to have the average number 
five. In the production of milk it is impossible, 
on a small farm with five or six cows, to expect 
the highest type of scientifie conditions. Busi- 
ness is carried on on so small a scale that it 
would be a waste. It would be profitable, how- 
ever, if there were fifty cows, to have trained 
men in charge, and carry on production in the 
modern business manner. When the business is 
carried on in a small way and the equipment is 
not modern, the milk coming to the publie is not 
perhaps as good. The production of milk is now 
carried: on over all parts of New England, the 
supply of Boston coming from a greater dis- 
tance. It was formerly a local supply, brought 
in by teams, but not in ear-loads. A lot depends 
on the kind of eow. Holsteins, for instanee, give 
less milk than do Jerseys or Guernseys. “We 
are anxious to obtain the best milk possible; 
therefore we go as far away as Vermont—150 
to 200 miles from Boston—to buy good milk. 
Then again, there are difficulties and serious 
trouble as a result of the milk having to come 
such a distanee. Using 1913 as a basis, the milk 
has inereased in price 140 per cent. At the 
present time the average cost of milk is 8g 
cents a quart. We are progressing, however ; 
the standard of milk is rising; the number of 
cows is inereasing, though slowly. However, 
Massachusetts has fewer cows than in 1890 and 
1880, but in the last two or three years it has 
been noticeable that it was slowly and steadily 
climbing toward and past those figures of 1890. 


production, 


Agriculture is coming back. The railroad 
freight rates cost more for food and milk. The 


number of dairy cows in Massachusetts at the 
present time is 8,900 plus that number of last 
Jverything is on the increase, so it seems. 
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Dr. Gilbert paid tribute to the inspectors by 
saying that they were fine men, going around 
inconspicuously, pointing out something here 
and there to be done, and yet being respected 
by those with whom they come in contact. The 
Boston milk inspectors are very fine men, too, 
and are getting results by tactfulness. In re- 
gard to the New England Dairy and Food Coun- 
ceil: Its work has been in the last two or three 
years in schools. In 1921 it gave 1054 talks in 
schools in Greater Boston, and, in 1922, for ten 
months it gave 862 talks in the schools. The 
man at the head of this work is Professor Lock- 


the infection in hogs comes directly or indirectly 
from eattle. A farmer in Iowa consented to 
have his cattle tested; 30 per cent. of his herd 
reacted, so that the eradication of tuberculosis 
in hogs is believed to be able to take care of 
itself. Out of 300 counties in the United States 
there are over 4,000 small areas, towns and 
cities that have been cleaned entirely. Dr. 
Crossman said that they believed their work to 
be a success, for at the present time the Bureau 
has over 70,000 requests to have the test applied. 
In many eases it is a lack of appreciation when 
taking into consideration that 70,000 out of over 


wood of Amherst. In 1921 there.were 188 a million have been heard from. Massachusetts 
schools serving milk at recess, and in 1922 this was the last State in the Union to come in on 
was increased to 1461. Charts and posters have | this plan. In August, 1921, a new bill went into 
been distributed in the hope of making people effect in regard to helping the farmers support 
realize the value of milk as a food. ‘‘Milk|the loss. A premium is not put on diseased 
Kairies,’’? a little play in which children per-| animals, nor does the State pay any full loss 
sonified the different parts of milk—fats, solids, to encourage tuberculosis. The farmer is ex- 
vitamins, water, dirt—has been presented to | pected to stand the loss for the most part. <A 
almost all of the school children in Boston. Milk farmer can receive as much as $25.00 for a grade 
demand has inereased from fifteen to twenty cow; in addition to this something for salvage. 
per cent. in the last few years. Dr. Gilbert The work is getting on finely, but if it is going 
thinks that with the help of doctors, the milk to grow fast everyone must codperate and de- 
production will increase greatly, for more and mand that the work be done, and it must be done 
more people are being interested in its great} through public sentiment, for without public 
food value. sentiment there cannot be success. No one ought 
Dr. E. A. Crossman, of the United States to be more interested in tuberculosis eradication 
Bureau of Animal Industry, was the next than the officers and members of the American 
speaker of the evening, his subject being ‘‘The- Medical Association, This Bureau is going to 
Situation Regarding Tuberculosis Among Cat-- work until bovine tuberculosis is eradicated from 
tle.’ Dr. Crossman said that in 1917 the goy- this country. 
ernment took hold to rid the country of this_ Dy. Richard Smith spoke about what the cer- 
disease, except in the Distriet of Columbia. tification and pasteurization of milk does and 
About ten years ago Congress demanded that  <loes not. Dr. Smith said that certified milk 
the District of Columbia be cleaned up. All| Was an attempt to control the milk supply by 
the animals were tested and all animals that | Supervision of the production of milk, and the 
were tuberculous were done away with. At the methods of production from the time the farmer 
present time this is a clean district. When the handles it until it reaches the consumer. Pas- 
meat inspection laws of 1906 went into effeet teurized milk is natural cow’s milk, mot over 
it was found that at the end of the test about 70 hours old—30 minutes to 140° to 145) F. 
1 per cent. of the hogs slaughtered were infeeted To Dr. Smith there seemed to be no: great dif- 
with tuberculosis. Until 1917, 40,000 hogs out ference between certified and pasteurized milk, 
of 4,000,000 were infected, which was a tremen- Certification tries to control the production and 
dous loss. Much of this loss was thought to be pasteurization exercises no eontrol. Certified 
‘the result of careless packers, but it really goes milk is cleaner than pasteurized milk, but still 
back to the feeders. Because of the great losses pasteurized milk is clean, for progress has been 
among pure-bred cattle it brought a number of made in the last few years. Pasteurized milk 
people to Washington in 1917, who demanded is made safe by the destruction of bacteria, and 
of Congress that something be done to control | the toxic products in milk have been taken out. 
the disease. Work was started and, finally,| People know that 140° for twenty minutes will 
eighteen states were equipped to fight tubereu- kill most bacteria. Pasteurized milk doves not 
losis; and again, in 1921, when the Legislature | sour quickly. Certified milk costs a good deal 
met, every state in the Union, with Alaska and more than pasteurized milk, but, however, pas 
Hawaii, was ineluded in the eradication of tu- teurized milk is within the reach of average 
berculosis in cattle. A farmer comes to the people. In general, Dr. Smith approved 0: pas- 
Bureau for aid in the State and he turns his|teurized milk, saying that, taking all iniv con 
farm over for inspection. The animals are | sideration, it was pure, clean milk. 
tested and those badly infected are slaughtered ; | Dr. S. B. Wolbach, the last speaker before the 
others are put in quarantine. They test the discussion, had for his subject bovine tubercu- 
animals annually or semi-annually. The govern-| losis in man. Dr. Wolbach has made a siudy 
ment appropriates large sums of money in the| of bovine tuberculosis. He said that the first of 
eradication of tuberculosis in cattle. Most of | this work was started in 1905, when three papers 
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were presented, among them that of Theobald 
Smith. (ut of some twenty-odd cultures which 
were worked upon, four were found to be of 
bovine origin. The next work was done on 
twenty cultures from tuberculous adenitis, one 
half of which were of bovine origin. 

Cervical Adenitis—Under five years of age, 
61 per cent, have proved to be of bovine origin ; 
five to sixteen years of age, 38 per cent. have 
proved to be of bovine origin; over these ages, 
3 per cent. have proved to be of bovine origin. 


Abdominal.—Under five years of age, 5s per 


cent. have proved to be of bovine origin; five to 
sixteen years, 53 per cent. have proved to be 
of bovine origin; over these ages, 20 per cent. 
have proved to be of bovine origin. 

About ten years ago lune eases were studied 
which showed bovine at the apex of the lung: 

Alimentary.—Under five years of age, 47 per 
cent. proved to be of bovine origin; five to six- 
teen years, ov per cent, proved to be of bovine 
origin. 

Bones and Joints——Under five years of age. 
6.8 per cent. proved to be of bovine origin; five 
to sixteen years, 10.20 per cent. proved to be o 
bovine origin. 

Pulmonary.—Under five years of age, 2.8 per 
vent. proved to be of bovine origin; five to six- 
teen years, 12.2 per cent. proved to be of bovine 
origin. 

Wang, in Edinburgh, began with 88 cases of 
his own and gradually increased that number 
to 2,527 cases, and found with bovine, under five 
years, 52.4 per cent.; five to sixteen years, 28.9 
per cent. ; over sixteen, 3 per cent. 

In France, where he did his work, he found 
that in 100 cases 75 per cent. under five vears 
of age proved to be of bovine origin; 10 per 
cent., from five to sixteen; and 8 per cent., over 
sixteen. 

In Great Britain: 32 per eent., under five 
years ol age, proved to be of bovine origin; 24 
per cent., trom five to sixteen, and 7 per cent., 
Over sixicen. In Griffith’s 1,068 eases in Eng- 
land he found 35 per cent., under five years of 
age, to be of bovine origin; 48 per cent. human: 
trom five to sixteen, 28 per cent. bovine and 46 
per cent. human; over sixteen years, 1714 per 
vent, bovine, and 20 were bone and joint tuber- 
culosis. one instance thirty cases were used 
and, after «1 iltures were taken, it was found that 
ten had ovine: of these four were genuine tu- 
and one genito-urinary tuberculosis. 
ot Se years of age. The others were 
and cervical. Bovine infection 
presence of tuberculosis in children 

| een years of age is from 14 to 20 per 


cent, 
DISCUSSION. 
Pag ‘arey spoke about cleanliness. He said 
pon the demand for clean milk could not be 
remphasized. He spoke about the advan- 
requiring each employee in a dairy to 


tages 
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be thoroughly examined by a physician. Dr. 
Carey also made mention of certified and pas- 
teurized milk, saying that certified milk was 
preferable. Again he referred to the cleanli- 
ness of the small dairies, keeping the farmers 
interested to be clean, keeping their farms clean. 
and also the personnel. The result would tend 
give better milk to the publie. 

Dr. Donnelly came from New York to speak 
about milk, as he is specializing in ehildren and 
nutrition of same. He was highly in favor of 
certified milk to be used in the feeding of in- 
fants. Certified milk cost about twenty-eight 
eents a quart, and almost anyone would pay 
that for an infant. He said there were five 
grades of milk, namely: 1, breast; 2, certified ; 
3, Grade A: 4, Grade B: 5, loose. He said that 
the pregnant mother should be given good, pure 
milk to give her the proper vitamins. 

Dr. Churchill, of Milton, a pediatrician, spoke 
on the findings of tubereulosis among school 
children. He said that 20 per cent. of the school 
children were below par. Also that there should 
be special reference made to physical examina- 
tions of school children, especially of ‘he chest. 

Dr. Otis spoke briefly on tuberculos's and the 
milk situation. His prominent remark was. that 
there should be a certain amount of tubercle 
bacilli milk, 

Dr. Morse said that, in comparing certified 
and pasteurized milk, it depends on ihe human 
element; both are satisfactory if prepared satis- 
factorily. Te thinks feeding babies on both 
kinds of milk is good. The improvement in the 
milk supply all over the country has been due 
more to certified milk than to any one thing; 
that the standard of milk has been raised be- 
cause of certified milk. 

Dr. Crossman again made a few remarks, 
and Dr. Hill had a recommendation which was 
read and aecepted by those present. 

In all the discussion the plea was manifested 
for better, purer and clean milk. If people ean- 
not afford to buy the certified milk, pasteurized 
milk should be bought in large quantities. 

At the elose of the discussion the following 
resolutions were submitted and unanimously 
approved : 

Recognizing the great value and importance 
of dairy products and the need of maintaining 
their purity in the interest of the public health, 
we regard it as essential 

(1) That all milk which is to be consumed 
raw should be certified. 

(2) That all milk should be produced under 
sanitary conditions even though it is to be 
pasteurized. 

(3) That state or local authorities should 
supervise the methods of pasteurization. 

(4) That the same safeguards are necessary 
in regard to the production of butter and cheese 
as apply to milk, cream, and ice cream. 

(5) That the greater use of pure milk should 
be encouraged. 
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REPORT READ BY DR. ROBERT W. 
LOVETT AT THE MEETING 
CAGO, MARCH 5, 6 AND 7, 1923, RELA'T- 
ING TO THE PROBLEMS OF HDUCA- 
TION OF NURSES AND NURSING SERYV- 
ICE, 


Tus report begins with a statement of the 
field defined in the address of the Speaker of 
the Hlouse of Delegates as published the 
Journal of the American Medical Association, 
Vol. 75, page 1638, which relates to the discus- 
sion and eriticism of trained nurses, nursing 
service, training schools, curricula of training 
schools for nurses and the nurse in health and 
industrial work, together with the reeommenda- 
tion that a special committee be appointed with 
authority to make a thorough survey and study 
of the problems, and submit its report at the 
next annual mecting. 

The committee was appointed in’ November, 
1922, consisting of Dr. Richard O, Beard of 
Minneapolis, Dr. Lawrence R. De Buys of New 
Orleans, Dr. Austin Flint of New York, Dr. 
Thomas MeCrae of Philadelphia, Dr. Winford 
Smith of Baltimore, Dr. George B. Somers of 
San Francisco, and Dr. Robert W. Lovett of 
Boston, Chairman. 

The report sets forth that although the prob- 
lems are complex, they should be faeed. The 
attention of the committee was first given to 
nursing education, and the phenomenal growth 
of training schools from 15, in 1880, with 323 
pupils, to 1755 in 1920, with 55,000 pupils, was 
used as an illustration. 

Comparison of the number of nurses and med- 
ical students shows that the number of nurses 
has increased during the period 1880 to 1920 
170 times, whereas in the same period medieal 
students increased from 11,800 to 14,000. This 
increase in training schools and pupils seemed 
to the committee to be too rapid for the develop- 
ment of orderly educational schemes and meth- 
ods for training nurses. The solution, it is 
claimed, rests with co-ordinate effort on the part 
of the nursing and medical professions, because, 
although the nurse during training is partieu- 
larly under the instruction of the training school, 
after graduation her association with and obli- 
gation to the doctor and patient would logically 
compel an understanding of these relations. 
Ultimately, the obligations of the nursing and 
medical professions are to the patients. 

At present, nursing education is not standard- 
ized, systematic, or uniform in the requirements 
for entrance, length of courses and methods of 
teaching because of the different conditions in 
smaller communities as compared with urban 
centers. 

The committee does not feel that legislation 
will be the solution of the problems, for the 
diversity of state requirements is set forth in 
the table following: 


In the 48 states the following elim ex. 


isted in June, 1922: 
ENTRANCE REQUIREMENTS. 


Graduation from Grammar School (Sth 


One year of High School................. 20 
Two years of Hligh 7 
Four years of High School............... tj 
“Determined by the Board’. 4 
“Good Common School Edueation’......... 2 
No legislation on the subject....... werrer 4 


LENGTH OF COURSE IN TilE TRAINING SCHOOL. 


PORTE 22 Sti ‘ites 
Not prescribed 4 


The defects in the training school of today 
appear to be: 


1. The course on the whole is unsystematized, 
unstandardized, and far from uniform in the 
different schools. 

2. There is in general thought to be too little 
ststematic instruction in practical work in most 
courses, and too much theory; and whether or 
not this be true, there is certainly a lack of cor- 
relation between the two elements. 

3. Many of the teachers in these schools are 
poorly equipped. 

4. There is a waste of the time of pupil nurses 
in unedueational routine work. 

5. Many schools are connected with hospitals 
where elinical facilities are utterly imadequate. 

A criticism is offered of the instruction given 
hy some doctors connected with some schoots, for 
it is the opinion of the committee that although 
there are good teachers, others will be more or 
less indifferent or even bored. It is mame that 
with some physicians the leetures cover those 
subjects in which they are most inter wane with- 
out correlation with their associates or the plans 
of the school, and that among some of the teach- 
ers Who are nurses there is ‘lack of intellectual 
and pedagogic fitness. This latter fault can be 
obviated only by insisting on the proper ce uca- 
tion of teachers, prefer ably in the university 
schools of nursing. 

The very common economie requirenicnt 11 
many schools, of having nurses assigned iy work 
which is of no value to them, but is desirable 
from the school’s necessities, is empliasized. 
[llustrations taken from the routine o! some 
schools are used to support this contention. 

There is in these conditions direct niliet 
between the most efficient training of nuts.» and 
the needs of many hospitals for compar: ciively 
inexpensive nursing service. 

The report brings out the fact that very many 
hospitals do not have an adequate number 0. 
patients for clinical demonstrations and «sper 
ence, Under the subject ‘fa’? the report sets 
forth that the conelusions of the Winslow Com- 
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standard course should not exceed 28 months, | 
‘s endorsed because it is believed that changes 
in the amount of work required of the nurse 
would relieve her of wearing toil, and give 
ample time for all necessary study and training. 


mittee, in which it was recommended that the THE CONTINUED CAMPAIGN AGAINST 


VACCINATION. 


Wuat Say You Apour VAccrnaTION ? 


If the subject interests you, please answer the 


needful in developing the bedside nurse, and ‘ivestions on the attached card, and remail to us 
that in order to provide the proper mental de- 48 Soon as possible. 


velopment of the pupils, a preliminary educa-— 
tion -quivalent to a four years’ high school 
cours. is neeessary. This requirement Is 


force only in six states, so that the demand for) ; 


this change will have to be adopted gradually. | 

Under ‘‘b’’ it is recommended that supple- 
mentary training should be provided for those 
nurses who are ambitious to attain greater ex- 
cellence, and become eligible for important posi-. 
tions such as specialization, teaching and the_ 
duties of administration. | 

Under ‘‘e’’ eareful consideration has 
given to the problem of subsidiary nursing serv- 
ice variously styled as attendants, practical 


| 


nurses and nurses’ aids. It is reported that out “" 


of about 300,000 nurses in this country today | 
there are only about 150,000 who are registered | 
trained nurses. The 150,000 subsidiary nurses 
demonstrate the usefulness of this class and war-_ 
rant recognition, but although there are inherent 
difficulties attending the establishing of fair 
relations affecting both the nursing profession 
and the publie, efforts should be made to correct 
abuses and give these subsidiary nurses standing. 

Although the desirability, and perhaps neces- 
sity of having these second-class nurses is recog- 
nized, this committee, like all previous ones 
engaged in a study of all the problems involved, 
has not presented a conerete plan for the educa- 
tion and control of the subsidiary nurses. The 
needs o! the people are fully recognized, and the 
problems of training schools, together with 


Standardization of curricula, are fully set forth, 


MepicaL Ligerty LEAGUE, LNC., 
739 Boylston Street, Boston. 


Are you opposed to the Law excluding from 
the schools children who are not vaceinated ? 
Answer— 


2. Do you believe vaccination protects against 


smallpox? 
Answer— 


4+. When were you last vaccinated ’ 


Answer— 


4. Have you known anyone who contracted 


smallpox after vaccination ? 

Answer— 
Do you know of any instance of injury or 
death attributed to vaccination ? 

Answer— 


The above printed return postal card, emanat- 
ing from the Medical Liberty League, Inc., de- 
serves scant mention except as an indication of 
the measures adopted by our opponents which 
must be met if the truth concerning medical 
procedures and the conservation of public 
health is to be fixed in the minds of the public. 

If questions 4 and 5 receive many affirmative 
answers, we trust that the League will employ 
its organization and the means at its disposal 
to sift the evidence presented, and corroborate 
it before it is used for further propaganda. 

Were it not for the experience of centuries, 
which his taught us the gullibility and lack of 
reasoning power of a certain proportion of our 
populations, we would stand aghast at the influ- 


but beyond that the committee evidently is con- ences which make so many turn from the clear 
Vince! that further study must be given to the light of laboriously wrought and conscientiously 
Whole sh ject by a committee to be arranged for expounded truths, and follow instead the false 
by the American Medieal Association in con- )ut widely advertised logic of the misguided and 
junction with the National League of Nursing ‘he prejudiced, 

Education, which should contain in its member- | The same type of mind which leaps in response 


[ar | he illusions of an Abrams, seeks a mysterious 
ship phy siclans, nurses, and an educator. | to y 


and magie cure from a Coué, or finds health and 
The report, asaw 


hole, presents the problems | sureease in the stroke of a metallic tractor, will 


finite j j ‘fi 

> de"nite form, and if its reeommendation for ind itself very receptive to the purveyor of gold 
te “ation and composition of a committee is bricks who promises great returns without the 
we ma 


y confidently expect a solution of payment of a fair price. 

the major diffieulties involved in the education ‘The price of a national immunity to smallpox 
of nurses, and the praetice of the nursing pro- 1S universal vaccination, compulsory if neces- 
fessicy). | sary. The price has been set by those who know 


The report will be presented at the coming through years of their own experience and that 


meetinw of the A, M. A., and the action of the 


will be looked forward to with 
interest, 


of their predecessors that it is a fair one, The 
price of immunity to diphtheria is a fair price; 
a price determined by experts. You may save 
yourself the price of insurance, and your house 
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may not burn, but if it does burn the loss may 
be total. But do not believe those who say that 
insurance of health or of goods is a false pro- 
cedure. 


THE DIFFERENCE BETWEEN A BOAKD 
AND A COLRT. 


Tis difference between a Board and a Court’ 
is plainly visualized by the recent decision of) 
the Supreme Judicial Court overturning a de-- 
cision of the Industrial Accident Board in the. 
case of Bridget Ginley vs. American Writing | 
Paper Company. The Industrial Accident Board | 
decided, in effect, that where an injured em- | 
ployee had once shown that she had sustained | 
injuries which left her with a permanent partial | 
disability, the burden thereafter was upon the- 
insurer to show that there was work available 
to the employee which she could do before it 
would be entitled to an order reducing or ter- 
Compensation. 

In other words, the Industrial Aecident Board, 
out of its experience of the past eleven years 11 
dealing with cases under the Workmen’s Com-- 
pensation Act, did not believe that an employee | 


who had sustained permanently disabling INJU- was causally connected with her injury, and ordered 
ries should be obliged every time an insurance ihe payments continued subject to the provisions of 


| 
| 
| 


(ing under proceedings begun by the insurer to deter- 


company asked for a hearing to sustain the_ 


burden of again proving her right to compensa- 
tion which the law intended her to have during 
her incapacity. 

The Board did not believe that she should be 
compelled at each separate hearing to bring in 
her witnesses, including medical witnesses, to 
show what her present condition as related to 
the injury was, and bear the expense of doing 


so, as would necessarily have to be done if the Werk, eal . 
of this ruling is the only question presented for our 


burden of continuing to prove her ease was 
upon her. 

The Court, in overruling the Board, said: 

“The burden of showing the measure of her 
incapacity had not shifted, but continued to 
rest on the claimant, and the ruling of the In- 
dustrial Accident Board was wrong. We have 
not overlooked the fact that in making the ruling 
the Board followed Proctor & Sons v. Robinson, 
1 Wk. B. 1004” (an Enelish case), in which it 
was held under somewhat similar circumstances 
that the employers **must first show what par- 
ticetar kind of light work the workman is able 
to perform, and must offer evidence that he is 
able to get it.”’ 

As a practical matter, it would seem to us that 
where an employee has once proved her cease, 
that is, has shown that she has a definite, per- 
manent lnpairment of working function, she 
should not be compelled every time an insurance 
company desires a hearing to re-prove her ease. 
That is, as we understand it, the attitude of the 
Industrial Accident Board, and has been its 
attitude for many years. We would favor an 
amendment to the law providing in effect that 


the burden of proof shall be upon the party 
requesting a hearing under the Workmen’s Com- 
pensation Act, except that it shall be upon the 
insurer in all cases in which the parties have 
reached an agreement in regard to compensation 
or where a hearing is requested following a 
prior decision in favor of the employee. 

Such an amendment would place the burden 
of proof where it belongs, and would have the 
support of the medical profession generally, 
The exercise of greater discretion by insurance 
companies in appealing cases of this character 
to the Courts will have a deterring effeet upon 
exelusive state fund propaganda. 
CASE 1207S 
Bridget Ginley 
American Writing Paper Company 
Life Tnsurance Company 


Bmployvee 
Employer 
Insurer 


DECREE OF SUPREME JUDICIAL COURT, 


SRALEY, J. The claimant, whose weekly waves 
were $16, received an injury arising out of and in 
the course of her employment on May 29. 1919, for 
Which compensation was paid to the date of the hear- 


mine whether the disability arising from her injury 
had ceased. The board member of conflicting evi- 
dence was warranted in finding that her inability 
to follow her usual employment resulted from. and 


the statute. The insurer having filed a claim for 
review, a hearing was had before the Industrial 
Accident Board on the report of the board member, 
Which contained all the material evidence. It is 
undisputed that the emplovee had sufficiently recov- 
ered to be able “to do certain forms of light work 
if it Was avaliable.” But no evidence had been in- 
troduced before the board member that she had 
sought such employment but had been unable to 
obtain it. The board, however, ruled that the bur- 


den of proof was “on the insurer to show that such 


work is available to the employee.” The correctness 
decision. If the claimant while working for the 
company under a contract at common law had been 
unlawfully discharged, and had brought suit claiming 
damages on the ground that she had been unable to 
obtain regular work, the burden of proof would lave 
rested on her. Lopes v. Connolly, 210 Mass. 487, 494. 
It was decided in Pigeon'’s Case, 216 Mass, 51, that 
the findings of the Industrial Accident Board stand 
on the same footing as the findings of a judge sit- 
ting without a jury, and are not to be set aside if 
there was any evidence upon which they could have 
been made. We discover no substantial difference 
in this respect as to the rules of evidence whether 
the trial is before a judge or before the board. 
Diaz’s Case, 217 Mass. 36; Savage’s Case, 222 Mass 
205; Smith v. Hill, 232 Mass. 18s. It has uniformly 
been held by this court that the burden of proot 
remains throughout the trial on tire plaintiff te es 
tablish his case on all the evidence where liability 
is denied, or the amount to be recovered is in Isstle. 
Carroll v. Bosion Elevated Railway, 200 Mass. 9-6, 
536; Bigelow Curpet Co. v. Wiggin, 209 Mass. of. 
The statute, while conferring the right, has made 
recovery of Compensation dependent upon compliance 
with preceden! conditions by the employee before fils 
claim can be considered. G. L., ec. 152, ss. 41, 42, 4. 
44. It is plain that, if not conceded by the insurer 
evidence must be introduced which satisties the state 
tory requirements and warrants an award. Spondl- 
ski's Case, 220 Mass. 526; Doherty’s Case, 222 Miss 
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9s; Newman's Case, 222 Mass. 563; Fierro's Case. children in public and parochial school nutri- 
Mass, 378; Dube’s Case, 226 Mass. 591; Lucione lasse 
223 Mass. Case, 231 Mass. 259: classes who are averaging 350 per cent. of 
Case, 227 Mass. 269; McCarthy's Case, 231 Mass. 250: 
Jakulis’s Case, 238 Mass. 898, If the question had the gain in weight expected of normal children 
been in dispute, the claimant would have been obliged of these ages. As fast as children are brought 
to offer evidence as to her average weekly wazes. up to normal condition their places are filled 
Gorski’s Case, 227 Mass. 456. And the amount tl? from a long waiting list. Dr, Albert D. Kaiser 
be awarded depends on whether the incapacity is) rave a report of tl we . 
total or partial. G. Ly @ 152, ss. 34, 85. It is com. £@Ve a report of the nutritional status of 5000 
mon knowledge that a condition which, as in the children operated on about a year ago for the 
case at bar. originally was one of total disability removal of diseased adenoids and tonsils. He 


may by improvement change to parual disability.) also stated that on investigation he had found 
and it that 70 per cent. of the nutrition class ‘‘grad- 
peed unt nf ‘compensation is to be accordingly | Uates’’ held their aequired weight. A report 
reduced. G. L.. @ 152, ss. 35, 45. But at such hear-|) Was made of the introduction of the nutrition 
ing the claim of the employee is still for compensa-| program among the employees of the Eastman 
tion as it Was in the beginning. The burden of show-) Kodak Company. 
ing the measure of her incapacity had not shifted, . 
but continued to rest on the claimant, and tue ruling 
of the Tnidustrial Accident 4 
ave hot overiooke » fact that in making the rul- 
the & Sons v. “Robinson THE SPRINGFIELD Pl BLIC HEALTH 
(1911), 1 K. 1. 1004. It was there held that, where CONFERENCE. 
an injured employee was able to engage in “some 
light work.” but no evidence was offered of any Sixteen Massachusetis agehe.®s active in the 
effort by him to obtain employment, the employers promotion of health and health education have 
shew Joined forces for a Massachusetts Publie Health 
workm: s able ‘rrorm, ( 1 : r 
Ts able perform and omer Conference to be held in Springfield on ‘Thurs 
that have offered him that particular kind of light day, | riday and Saturday, April 26 to 28, ae- 
work, or by giving some evidence that there is a cording to an announcement by Dr. Kugene R. 
chance of his obtaining that particular kind of work \elley, State Commissioner of Publie Health. 
in the district if he applies for it. But without) Dr. Kelley is chairman of the veneral omnes. 
commenting on that case or later cases cited and 
reviewed in the brief of counsel for insurer which Mittee in charge of the Conference; Robert V. 
it is argued have modified or impaired the authority Spencer, of the Massachusetts Tuberculosis 
of Proctor & Sons v. Robinson, it is enough to say) League, is secretary, and there are sixteen vice- 
mat,.not being ta Chairmen representing the participating or- 
mocedure of fundamental interpretation of the these officers forming the exeeutive 
low if. The decree must be reversed, and the case | committee, - ae 
remanded to the Industrial Accident Board for fur- The Conference will, it is believed, be the most 
ther proceedings not inconsistent with this opinion, important gathering of health workers that has 
Ordered accordingly. \}oon held in the State, and may become a per- 
‘manent annual event. The program has not 
been completed in detail, but it will inelude a 
Miscellany great general session with speakers of national 
. reputation, sectional meetings of the organiza- 
. ‘tions taking part, a discussion of rural health 
A NUTRITION INSTITUTE AT ROCHES- Work, and consideration of the all-important 
TER. NEW YORK. “subject of school health work. The meetings 
will be open to the publie. 
A Nutrition Institute was held from January — The Conference is called in Springfield on the 
29 to February 10 at Rochester, New York. The cordial invitation of the Springtield Chamber of 
ochester meeting was the third to be held in Commerce, which assures ample hall space for 
that city and brought together sixty-three work- the many sectional meetings and the general ses- 
ers Trom various sections of New York State and sions in the municipal group. Excellent ae- 
from Washington and other eities. Sixty hours commodations can also be provided for the dele- 
of lectures and class work were given, including gates from all parts of the State. Furthermore, 
ten demonstration periods. In addition to re- the Connecticut Valley and the western part of 
ports of the work of Dr. W. R. Emerson and his) jhe State have important health agencies, insti- 
associates, addresses were given by Professor tutions and developments which cannot fail to 
E. V. MeCollum of Johns Hopkins University be of great interest to all whose work lies in the 
and the exeeutives of several eounty tuberculosis jine of bettering the health of the people. 
associaiions whieh are carrying on nutrition The committee in Springfield includes Dr. 
classes. ‘There was especial interest in the re- Harold E. Miner, who has charge of local ar- 
port made by Dr. Herben, a member cf the first rangements, and Frederic Edwards, executive 
Institute held in Rochester, who has organized secretary of the Hampden County Tuberculosis 
the nutrition work of the New York City Tu- and Public Health Association, who has charge 
bereulosis Clinies. The department will reach of exhibits. 
18.000 children. Rochester has at all times 1500 ‘The participating organizations are: 
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Boston Association for the Prevention and 
Relief of Heart Disease, Massachusetts Associa- 
tion of Boards of Health, Massachusetts Asso- 
ciation of Directors of Public Health Nursing 
Organizations, Massachusetts Association for 
Occupational Therapy, Massachusetts Commit- 
tee of The American Society for the Control of 
Cancer, Massachusetts Dental Hygiene Council, 
Massachusetts Dental Society, Massachusetts 
Society for Mental Hygiene, Massachusetts So- 
ciety for Social Hygiene, Massachusetts State 
Department of Public Health, Massachusetts 
State Nurses’ Association, Massachusetts Par- 
ent-Teacher Association, Massachusetts Tuber- 
culosis League, New England Division, Amer- 
ican Red Cross, Public Health Committee of 
the Massachusetts Medical Society, Public 
Health Committee of the Massachusetts State 
Federation of Women’s Clubs. 


News Items. 


Harvarp Mepican Sociery.—A meeting of the 
Society was held in the Peter Bent Brigham 
Ilospital Amphitheatre, Tuesday evening, 
March 27. The program consisted of a demon- 
stration of eases, and a paper, ‘‘The Odyssey of 
Demokedes. the Krotoniate,’? by Dr. F. 38. 
Meara, of New York. 


MepicaL Mitk CoMMIssION OF BROCKTON.— 
The Medical Milk Commission of Brockton has 
recently been incorporated, and elected the fol- 
lowing officers: Dr. J. H. Lawrence, president, 
Dr. J. Hl. Drohan, vice-president; Dr. W. W. 
Fullerton, treasurer; Dr. W. E. Caswell, clerk; 
Dr. J. H. Lawrence, Dr. J. H. Averill, Dr. H. A. 
Chase, Dr. L. B. Packard, executive committee. 
The Maplewood Farm of the Producers’ Dairy 
Company has been certified and the company is 
selling certified milk. 


Week's Deati Rare Boston.—During the 
week ending March 24 the number of deaths 
reported was 262, against 267 last year, with a 
rate of 17.78. There were 37 deaths under one 
vear of age, against 43 last year. The number 
of eases of principal reportable diseases were: 
Diphtheria, 70; searlet fever, 104; measles, 111; 
whooping eough, 115; typhoid fever, 1; tuber- 
eulosis, 27. Ineluded in the above were the fol- 
lowing cases of non-residents: Diphtheria, 12; 
scarlet fever, 19; tubereulosis, 2. Total deaths 
from these diseases were: Diphtheria, 2; sear- 
let fever, 2; measles, 2; whooping cough, 5; tu- 
berculosis, 17. Ineluded in the above were the 
following eases of non-residents: Diphtheria, 
1; scarlet fever, 1; tuberculosis, 2. 


Obituary. 


ORVILLE FORREST ROGERS. 
1844-1923. 


Dr. RoGers was a remarkable man, one of the 
ablest 1 have ever known. Of pure New Eng- 
land stock, his boyhood was passed in Tilton, 
then called Sanbornton Bridge, New Hamp- 
shire, exeept during a few years when the fam- 
ily moved to Grand Rapids, Michigan, then 
practically a frontier town. His father, Samuel 
Rogers, was a leading citizen of Tilton, a Demo- 
erat, and at first, at least, more inclined than 
most of his neighbors to sympathize with the 
South on the outbreak of the Civil War. Or- 
ville, however, early began to do his own think- 
ing, and the attack on Fort Sumter led at once 
to a division of political opinion in the family. 
On the occasion of the celebration in the town 
of some Northern victory young Rogers floated 
a flag to the breeze trom the roof of the house, 
nailing down the skylight and hiding the ladder 
so that the flag could not be readily removed. 
The town boasted one small cannon which was 
brought into use by both parties, Northern and 
Southern, in jubilation over successes on either 
side. The cannon disappeared, and in some 
mysterious way was thereafter always available 
for the celebration of a Northern victory, never 
to be found for a Southern. 

It would have been just like Orville, young as 
he was, to enlist at once, and I suspect that he 
was only prevented from so doing by deference 
to his father’s opinions. His early schooling 
was purely local. Active alike in both mind and 
body, when a lad he did a man’s work in the 
hay field, and had energy to spare for his full 
share in such pranks as give more delight to 
boys than to their elders, For a time he taught 
school, an unruly school which had driven out 
several teachers in succession, and doubtless ex- 
pected to serve him in the same way. He was 
innocent in countenance, quiet in manner, quick 
as a panther, strong, and skillful in the use of 
his strength. The scholars soon recognized his 
mastership. <A selectman or other town digui- 
tary remarked, ‘‘Young Rogers is a good teach- 
er, but his discipline is severe.’’ 

At 19 he took up the study of medicine, wit! 
Dr. Lyford of Tilton as his preceptor, going the 
rounds with him, and attended a course of lee- 
tures at the Harvard Medical School. With 
this one year of professional training behind 
him he did not hesitate to apply for a medical 
commission in the army. The Government was 
then forming regiments of United States col- 
ored troops, of which there were finally 130 in 
the service. The Confederacy had threatened 
to hang any officer of a Negro regiment, and the 
positions were not over-applied for. Rogers re- 
flected that they couldn’t hang him until they 
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eauwlit him, and was willing to run the chances. | of the pioneers in the more humane treatment 
He was tipped off that the examiner was not of the insane and the limitation of restraint. 
averse to being entertained and that a crucial For the next two years he was Assistant-Physi- 
question with him was, ‘‘ How do wounds heal?’’ | cian at the MeLean Hospital for the Insane, and 
The prompt answer, ‘‘By first intention,”’ and in 1872 started general practice in Dorchester, 
the laying out of a large fraction of Rogers’ where the rest of his life was spent, As Physi- 
meagre cash in refreshments passed him trium- cian to the Marcella Street Home he had large 
phantly. Ile was, in the fall of ’64, assigned as' experience in what is now called Pediatrics. 
Assistant-Surgeon to a regiment in the Army|For 25 to 30 years he was a Trustee of the 
of the Potomac, and learned about life in dug-| Danvers Insane Hospital. He and Dr. Page, the 
outs and trenches in the Petersburg campaign, Superintendent, were long-time and intimate 
as well as many other things. One little inci- friends, worked hand in hand, and he rendered 
dent may serve to show Rogers’ keenness. The Service which it would be hard to over-estimate. 
slackness of a surgeon had encouraged in the Ilis ability, devotion, and high sense of duty 
men all sorts of means to.evade duty. The won him the respect of all, and the affection of 
number of leg ulcers attracted his attention, as Many, who came into contaet with him, A mili- 
did the fact that the ulcers were perfectly tant honesty of thought and expression probably 


round. He soon found that these were pro- 
duced by fastening an old copper cent closely 
to the skin, and the chemical action thereby ex- 
cited through the sweat did the rest. The way 
of the malingerer was found to be hard under 
Rogers. His regiment, being composed of Negroes. 
was one of the very first to enter Richmond. 
Soon after the close of the Civil War he and his 
regiment were sent to Texas, then in a condi- 
tion to prompt General Sheridan, the Com- 
mander of our forces there, to remark that if 
he owned Texas and Hell he would rent the 
former and live in the latter. Here Rogers re- 
mained two years until the fall of Maximilian 
ended our military watch along the Rio Grande. 

Rogers was just the man to profit by these 
years of real experience with men and things. 
His self-confidence was balanced by rare com- 
mon sense and humor. His native resourceful- 
ness was called into play by the necessity of get- 
ting results from such means as might be at 
hand. 1 would that space permitted a number 
of the stories of his Texan experiences, but per- 
mit myself all too briefly to relate one. Owing 
to the neglect of the Government, scurvy was 
ravaging the troops, and none of the recognized 
preventives or remedies were at hand. Some- 
body saw somewhere in print that the fresh 
juice of the century plant was an anti-scorbutic. 
Some miles from the camp this plant grew in 
plenitude. Army wagons brought it to camp, 
Where the leaves were softened by putting them 
on lot stones, and the juice was squeezed out 
by on old cotton press enlisted in the service. 
The liquid was served out by the tin ecupful 
a day to the men, with prompt effect. 

As a story-teller he had few equals, and his 
varicd life provided him with a plentiful store 
of s-tual experiences which he knew how to 
dress up effectively. 


© leaving the army he spent a year in 
Stic. with Dr. Buek of Manchester, and then 
a your at the College of Physicians and Sur- 


feons in New York, where he took the M.D. 
degive in 1869. Then, with the late James H. 


Denny, he served for a year as Assistant- 
Physician at the Hartford Retreat, and was one 


did something to limit his practice, and saved 
him some undesirable patients. 

In 1877 he married Josephine Tucker of Dor- 
chester, She died some 20 years ago. A son, 
Orville F., Jr., Harvard A.B. 1908, M.D. 1918, 
survives, and lives in New Haven, where he is 
Assistant-Director of Yale University Health. 

Clarity and vigor of thought readily trans- 
lated into action were his. No sham imposed 
upon him. Tall, lithe, with a carriage in which 
his military life lingered, thoughtful and yet 
spirited in face, true as steel, like the great 
painter he mixed his colors with brains. 

Those who knew him best know what has 
passed out of the world. C. S. 


RECENT DEATHS. 


Dr. JONAS Hoparr VAUGHAN, a former practitioner 
of Everett, Mass., and a Fellow of the Massachusetts 
Medical Society from 1897 to 1922, died at Marsh- 
field, March 22, 1923, at the age of 68. 

He was a native of Plattsburg, N. Y., and a gradu- 
ate of the University of Vermont College of Medicine 
in 1880. Following the year 1912 he had lived in 
Florida, Henniker, N. H., and Dighton. He settled 
in Marshfield last fall. 

Dr. Vaughan was one of the founders of the Whid- 
den Memorial Hospital, and was active in the Y. M. 
(,. A. in his younger days. He was a member of 
Palestine Lodge of Masons and Bethsaida Royal 
Arch Chapter of Everett, and Beauseant Com- 
mandery, Kk. T. of Malden. He is survived by his 
second wife, Mrs. Mary Knox Vaughan. 


Dr. THOMAS CONANT, formerly of Gloucester, who 
died March 24, 1928, at his home in Roxbury, was 
born in East Bridgewater S81 years ago and attended 
the public schools there. At the outbreak of the 
Civil War he enlisted in Company C, Twenty-ninth 
Volunteers. He served throughout the war and rose 
to the rank of lieutenant. After discharge from the 
army he studied medicine at Georgetown University, 
District of Columbia, took an M.D. there in 1867 
and from Harvard Medical School in 1868 and settled 
in Gloucester, where he practiced for more than 40 
years. 

; While at Gloucester Dr. Conant was active in civic 
affairs and for 25 years was a member of the school 
committee. He was also chairman of the medical 
board of directors of the Addison Gilbert Hospital 
and had held office as president of the Cape Ann 
Scientific and Literary Association and was a trus- 
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Ile returned tel The association of the Maudsley Hospital With the 


Bridgewater in 19138, where he made his home With pathological department of the London County Men- 


his son, the Rev. iJarold F. Conant. Three years ago) 
he moved to Boston, 
Besides his widow, who was Mary Sargent of East 


Bridgewater, he is survived by three sons. 


Correspondence 


LONDON LETTER. 
(From Our Own Correspondent.) 


London, March 9, 19238 

The New Hospital for Mental Disease.—Dr. Mauds- 
ley was one of the best known alienists of this coun- 
try, and he has left a lasting memorial of himself 
and his work in the form of a hospital founded and 
endowed by him for the study of early mental dis- 
ease and its treatment outside of the asylum. ‘This 
hospital was presented by him to the London County 
Council. Although the institution was formally 
opened quite recently, during the war, thanks largely 
to the wisdom of Sir Frederick Mott and Sir Alfred 


Keogh, then director-general of the British Royal 
Army Medical Service, good use Was made of the 


Hospital. especially with regard to the 
many so-called “shell-shock” cases. Now, in addition 
to the treatment of carly mental disorder, provision 
has been made for observation of those cases which 
possess unusual scientific interest, for research work 
of all kinds. and for the study of psychological medi- 
cine, especially by qualified practitioners. Arrange- 
ments will also be uade for clinical instruction and 
for regular courses of lectures. It is hoped that the 
hospital, which is modeled on the lines of the neuro- 
logical and psychiatric clinics of Europe and Ameri- 
‘a, Will become one of the recognized schools of the 
University of London. 

The buildings of the hospital stand on the high 
ground of Denmark Hill, a suburb of London on 
the south side of the Thames, and face wing's Col- 
lege Hospital—itself erected only a few years ago. 
The situation is easily accessible from all parts of 
London. Outwardly, the buildings are pleasing, 
although, perhaps, more utilitarian than ornamental, 
while the interior arrangements are up to date in 
every detail. 

The hospital consists of an out-patient department 
and 157 beds for in-patients. There are 13 private 
rooms for female patients who can afford to pay 
considerable fees for treatment, accommodation and 


Maudsley 


care, and to these rooms dining-room, sitting-room 
and garden are attached. The six wards contain 


The wards include separate rooms and 
and three wards are provided for each 


24 each. 
dormitories, 


sex. Every ward has its sitting-rooms and dining- 
rooms. In these wards classification is solely accord- 


ing to the nature of the synuptoms. For treatment 
in these wards patients living in the administrative 
county of London are required to contribute ac- 
cording to means, as at the voluntary hospitals. 
Those living outside the London area eannot be re- 
ceived unless they are prepared to pay the full 
maintenance rate, at present £5 ($25) a week. The 
equipment is of the latest. An apparatus has been 
installed to take electric records of the emotion 
shown by any patient, and to avoid the constant use 
of drugs, provision has been made for treatment 
by soothing hot baths. 

The total whole-time medical and nursing staff 
numbers 100. The medical superintendent, Dr. Ed- 
ward Mapother, has associated with him four whole- 
time medical officers, including one woman, with the 
voluntary help of a considerable number of quali- 
fied medical men and women as clinical assistants. 


tal Tiospitals, under the direction of Sir Frederick 
Mott, assures the application of the most modern 
laboratory methods of diagnosis and treatment. The 
services of consultant specialists are available to all! 
classes of patients in regard to surgical, gynecologi- 
cal and obstetric conditions, as well as disorders 
of eye, ear, nose and throat. There is a staff of 
12 male nurses and 50 female nurses. The nursing 
of male patients is almost entirely carried out by 
women, 

It may be said that the Mental Hospitals Commit- 
tee of the London County Council have between 18,- 
000 and 19,000 cases of mental disorder in their care 
at the present time. It may also be pointed out that 
wr. Maudsley had three main interests in life. These 
were, first, an attempt to deal at an early stage with 
certain types of mental disorder, thereby rendering 
them curable or preventing their further progress. 
Second, a keen desire to establish exact research in- 
to the causes of mental disorder; and third, a great 
anxiety to see the proper clinical instruction of stu- 
dents carried on. It is now recognized that some 
cases of mental disorder are by no means hopeless, 
but if taken in time, can be nipped in the bud, in 
the same way as physical disease can frequently be 
prevented from developing if properly treated in the 
early stages. In fact, some forms of mental disease 
can be traced to a physical cause. Dr. White Rob- 
ertson has propounded the theory that dementia pre- 
cox is mainly, if not entirely due, to chronie intestinal 
stasis, which brings about a toxemia of the system 
and prejudicially affects the mental powers. — Sir 
Arbuthnot Lane and other men eminent in) surgery 
and medicine hold similar views. Mental liveiene is 
a branch of medicine rapidly coming to the fore aud 
rightly so. The establishment of the Maudsley Hos- 
pital is the first well organized and scientific attempt 
in Great Britain to grapple with the early treatment 
of mental disorder, to carry the teachings of mental 
hygiene into practical effect t and to pursue research 
under the most favorable conditions into a subject 
concerning Which, speaking comparatively, little is 
known and which up to the present time has been 
greatly neglected, 

Women Members of the Medical Profession.—Since 
London Hospital and Medical College decided towards 
the end of 1921 not to admit medical female students 
in the future there has been a certain fear that other 
medical schools might follow their example with de- 
plorable results. This fear has proved to be ground- 
less, and a special inquiry made recently shows that 
adequate facilities are still offered in London Uni- 
versity and its affiliated schools of medicine for the 
medical education of women. Courses for prelini- 
nary and intermediate medical studies are at 
University Coilese. Kings—eniteges Bedford College 
Kast Londom-t THége, the School of Medicine for Wo- 
men and St. Mary’s Hospital Medical School; and 
clinical education is provided at the following hos- 
pitals; Charing Cross, King’s College, St. Mary’s Roy: 
Free, University College and Westminster, These 
hospitals together admitted 117 women students l:s' 
October, 52 of them going to the Royal Free Hospital 
Which only admits women students. No differentia- 
tion is shown by the hospital authorities against tlie 
Women students in competition for first clinical ap- 
pointinents, although there is a tendeney which in 
the case of Charing Cross Hospital has become a rule 
not to allow women’s appointments to outnumber 
those of men. 

Post Graduate Medical Teaching in London.—It is 
a somewhat curious fact that London, with all its 
wealth of clinical material, its numerous hospitals of 
every description, and its teachers of highest rank. 
has never been a centre for post-graduate medical 
training. In truth there has been little post- gpaduace 
medical training of any kind in the largest city ©! 
the world. Tlowever, after the war, when Berlin and 
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Vienna. the two most famous European post-graduate 
medicnl centres, were out of the running, at any 
rate. for the time being. Some of the medical men 
of Loudon, headed by the late Sir William Osler, 
perceived that a unique opportunity had presented it- 
self of making it the post-graduate medical centre 
of Europe. Steps were taken to bring this dream to 


reality and ambitious plans were started. But en- 
thusiasm. organization and the necessary money 


seemed to be lacking, and now that more than three 
vears have elapsed since the scheme was first sug- 
gested, it is discouraging to note that few of the 
original plans have been carried out. The past year 
has shown some advance. In February last the then 
Minister of Health announced that the Rockefeller 
Foundation had offered the sum of $2,000,000 towards 
the cost of building and equipping a Post-Graduate 
Sehool of Hygiene. This offer was accepted by the 
Minister of Health, on the part of the Government, 
since Which time, owing to the unsettled political 
situation, nothing further has been done. No doubt 
the success of the post-graduate medical schools of 
Berlin and Vienna depended largely on their methods 
of organization and it certainly is to be regretted that 
the London medical profession have not taken, or 
will not now take, a leaf out of their book and es- 
ablish in London a post-graduate medical school, 
organized in a manner in keeping with its immense 
facilities, that it may attract post-graduate medical | 
students from all parts of the world and oe | 

| 

| 


Americans to whom a common language should prove 
a creat inducement. 

New Minister of Health.—The Ministry of Health. 
its foundation has not been too fortunate in| 
its ministers, or perhaps it may be said that the 
ministers have been unfortunate in oceupying the 
post. They have had to engineer the Housing Bill. 
the most difficult measure before the House of Com- 
mons. Dr. Christopher Addison, the first occupant, 
a medical man, as well as being a practised politician, 
failed to agree with Mir. Lloyd George on the hous- 
ing question and was compelled to resign. Sir Al- 
fred Mond, a shrewd business man, next accepted the 
post. It is not known if he would have weathered 
the storm as he had not been a minister long when 
a general election took place. Sir A. Griffith Bosca- 
Wen was made minister in the new government, but 
he ins been more unfortunate than any of his pre- 
decessors. Tle was not re-elected to the seat he was 
holding and has been defeated twice since. Of course, 
he has been compelled to resign his Cabinet appoint- 
ment. Mr. Neville Chamberlain has consented to 
fake the vacant pest. The housing problem in this 
country is the most difficult domestic question. In 
the prevention of disease and in the preservation of 
sood health no one factor is of so great importance 


Slice 


as that of adequate and healthful housing. At the 
present time there is an abnormal searcity of such) 
habitations and the matter of building them simply | 
bristios with difficulties, The new Minister of Health| 
his ne enviable task before him, but Mr. Neville 
Chisuberlain’s experience of municipal life in Birm- 
inchain will be of great value to him in the stormy 


Weeks that lie ahead. 
A CORRECTION, 
Boston, March 26, 1925. 
Mr. Rditor: 
hy the editorial on Medical Education which ap- 
bested in the Journan of March 22 


I note one slight 
ln considering the eriticism of the views of 
iverson, the editorial says, “That from the 
Dean of Ann Arbor.” The flippant remark with ref- 
erence to Dr. Ryerson’s scheme, implying unfair criti- 
cism, Was not made by Dr. Cabot, Dean of the Medi- 
cal School at Ann Arbor, but by another physician 
Whose hame has often been associated with the 
School of Medicine of the University of Michigan. 
STEPHEN RUSHMORE. 


BOVINE TUBERCULOSIS. 
Mr. Editor: 

In the recent combined meeting on the Milk (Ques- 
tion, held at the Boston Medical Lib ‘ary, Dr. Cross- 
man proved the infection of the glands in an enor- 
mous amount of cattle with bovine tuberculosis. He 
described the measures the government has adopted 
in checking its spread to the human family. 

Dr. Wolbach proved that about one-fifth of tuber- 
culous glands in children under six years of age is 
due to the infection with bovine bacilli. He has 
alse proven that adults are not exempt from that 
infection, 

‘ow this infection exists the country over, and all 
over the world, as proven by the researches quoted 
by the above speakers, of various men in different lo- 
calities; except, Dr. Crossman tells us, that the in- 
fection of the cattle in some localities is not as preva- 
lent as in ethers, 

Now it would be interesting to know where do 
the bovines get the bovine bacilli, 

Is it in the food, water, climate or dirt? They cer- 

tainly have plenty of fresh air and sunshine most of 
the year. 
Cannot the human, aside from the indisputable 
milk source, be infected with the bovine bacilli 
through the same avenues as the bovines themselves, 
if they have “the makings” for it? 

It would also be interesting to know whether a 
good many of the diseased tonsils and adenoids are 
not primarily infected with bovine tuberculosis by 
ingestion. The bovine bacilli seem to have a_pre- 

ilection for glands. JOSEPH PRENN. 


A CRITICISM. 
Mr. Editor: 

“Quosque tandem abutere.....° This ululation 
is provoked by the ever-recurring, hebdomadary in- 
sistence on psycho-analysis, and the wailer feels war- 
ranted in his wail, from the obligation of belonging 
to the society by which you are owned and published. 
Last week, in response to a layman's question on the 
unreality of things, and this week, in a book review, 
you go out of your way to relegate to a limbo what 
doesn’t belong to your pet cult, and not with calm 
argument, or reasoned advocacy, but with a dogmatic, 
irritating, impudent characterization of every other 
psycho-therapeutic measure as pseudo-scientific. You 
say “all...even the so-called persuasion (why the 
gratuitous ‘so-called’) are dependent on suggestion,” 
and that “suggestion, to be active at all, requires a 
special emotional state of mind.” Now this, if lan- 
guage means anything, is uuite simply not true. 
Again you assert “all suggestion is a form of medical 
magic’ (with a side allusion to psycho-analytic defi- 
nitions, which are about as unconstrained and easy 
to follow as Christian Science definitions); this see- 
ond assertion is as grotesque as the first; to persuade 
a man who worries, and who, in consequence, de- 
velops intestinal-motor, and internal-secretion  dis- 
turbances, that his worries are baseless, or useless, 
is not a matter of magic. 

And, of course, there is no suggestion in the pre- 
tenses of the psycho-analyst! Let me allude to one 
standard case: a woman had an uncomfortable feel- 
ing in her breast, and a fear of cancer; she dreamt 
of a fierce man in a dark cellar, he wanted her valua- 
bles. he stabbed her: free association develops this 
choice product: dark cellar—concealed —places—fe- 
male genitals—(ah!)—-he wanted her valuables—be- 
ing stabbed in a dream is symbolic of coitus— (pleas- 
ant thought)—to be attacked by a fierce man_ pro- 
Claims her a masochist—etc., ete.; so the uncomfort- 
able feeling was caused by this repressed desire In a 
conjectural unconscious, and the fear, by a struggle 
in an equally intangible and untenable foreconscious. 
And we are asked to believe that there Is no ele- 
ment of suggestion in conferring on a respectable wo- 
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ers Of this siuff presuime to lecture as adherents of | 
oulWorn “istis.” those who maintain that what a man, 
doesn’t Know won't trouble him; that repression is 
SYhouymous will) civilization, not a cause of disease; | 
Who recoznize that a neurotic has inability of adapta-. 
tion, bul prefer a physico-chemical explanation which | 
peruiis (vere keeping their feet on the ground of hn- 
mah experience, rather than to “sky-hoot” after such 
fantastic chimera as “sexual and ego conflicts.” 
PuILiIe KILkoy. 


Note: The Journat is always pleased to publish 
eriticism of the material appearing in its columns. 
The phrase. “your pet cult.” however, hardly applies 
to the attitude of the JOURNAL. In dealing with 
fundamental or scientilice facts or theories we solicit 
editorials from writers who are regarded as leaders 
in the profession. We have no excuses or apologies 
to make for the statements which have irritated our 
esteemed correspondent. A statement is often “dog- 
matic, irritating or impudent” only as interpreted by 
a critic. Whether the articles referred to are dog- 
matic or irritating we will leave to our readers. We 
do resent emphatically the use of the word “impu- 
dent’ as usually employed. If the writer meant to 
convey his interpretation of the articles as “not pru- 
dent, indiscreet or injudicious” we concede his right 


to use the word, but if he meant another dictionary | 


definition, as given in the word “insojent,” we take 
issue with him. We respectfully ask our readers to 
review the articles referred to and then reread the 
one above. 


NATIONAL BOARD OF MEDICAL EXAMINERS. 
March 19, 1923. 


Mr. Editor: 
Will vou kindly publish in your JoURNAL the fol- 


lowing information concerning examinations by the 


National Board of Medical Examiners, 

art I, June 25, 26, 27, 1923. 

Part II, June 28, 29. 1928. 

Part I, Sept. 24, 25, 26, 1928. 

Part II, Sept. 27, 28, 1923. 

All applications for these examinations must be 
made on or betore May 15. 

Further information may be obtained from the Sec- 
retary, Dr. J. S. Rodman, 1810 Medical Arts Build 
ing, Philadelphia, Pa. 

J. S. RopMAN, Secretary. 


TOLR TO THE MEETING OF THE AMERICAN 
MEDICAL ASSOCIATION. 

In this issue Raymond & Whitcomb call attention 
to the three tours arranged for the accommodation 
of New England members of the A. M. A. An at 
tractive circular of information has been distributed, 
setting forth the details of these tours. Any person 
contemplating going to San Francisco. who has not 
received a circular, should secure one for comparison 
with other ofterings. 


NOTICES. 


UNITED STATES CIVIL SERVICE 
EXAMINATION, 

The United States Civil Service Commission an 
nounces an open competitive examination for Junior 
siochemist. The examination will be held through 
out the country on April 25 to fill vacancies in the 
Public Health Service. At present there is a vacancy 
in the position of technical assistant in sanitary 
bacteriology, at Cincinnati, Ohio, at an entrance sal- 


ary of $1,800 a year, plus the increase of $20 a month. 


granted by Congress. 
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nan such an aetiological diploma, And the propound- THE NEW ENGLAND SOCIETY OF PSYCHIATRY. 


The New England Society of Psychiatry will hold 
its semi-annual meeting at the Foxboro State Hos- 
pital on April 11, 1923. Papers will be presented 
by Dr. O. J. Raeder and Dr. C. Macfie Campbell. 


CASES REPORTED TO MASSACHUSETTS 
DEPARTMENT OF PUBLIC HEALTH. 


WEEK ENDING MARCH 24, 1925. 


Disease. No. of Cases.Disease. No. of Cases, 
Anterior poliomyelitis 1 Pneumonia, lobar ... 1S4 


| Chicken-pox ........ 144 Searlet fever ...... 370 
Diphtheria ..... ..... 167 Septic sore throat .. 2 
Dog-bite requiring Suppurative conjunce- 
encephalitis lethargica 14 Sypbilis ...... 49) 
Kpidemie cerebrospinal 2 
meningitis ......... 2 Tuberculosis, 
German measles ..... 11 pulmonary ........ 108 
Gonorrhea Tuberculosis, 
ee 74 other forms ....... 19 
+60 Typhoid fever ...... 2 
~Ophthalmia neonsato- 
16 
SOCIETY MEETINGS, 
| \ Society will 
Dis i SOCIETIES 
\ 2 hed. This list will 
retarics ot the 
. 
I t Taunton, April 26, 
North D M. ©) A, Building (Annual 
he Boston Medical Library, 
\ ion of Officers. 
with a Forecast 
\ mn e papers. Dr. C. Morton 
\ ry Findings. Papers 
i later, 
be held at the 
\\ lows: 
at Memorial Hos 
m Ww consist of a series of 
IONAL SOCIETIES, 
\ he following are the dates 
| meeting is on the second 
Medical Library: April 13 
il Society meetinz, 
M \mpbitheatre, Boston 
lassachusetts Assoc 
25, Boston; W. H. Allen, 
(ub will meet the third 
Health Conference will ‘e 
. Dr. Eugene Kelley 
M Society of Examining Physicians 
\merican Pediatrie Society meetine 
at brench Lick Springs H 
Carpenter, Secretary. 
tion of Cardiac Clinies. Meeting 
M., Children’s Hospital. Subject: 
n and i and Heart Disease, 
\n in Mecheal Association, San Francisco, June 
Olin’ West, Chicago, TIL, Secretary, 
Massachusetts Association of Boards of Health, 
; . Naniasket W. tt. Allen, Mansfield, Mass., Secretary. 


October, 1998 :—R 


‘on Health Show will be held in Boston, 


" 6-13 tis 


“a 1923 Meeting of the American Health Association 
Wil be held in Boston, October 8-13, inclusive. 
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